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In a remarkable and fascinating essay on Matthew Arnold 'in the 
Literary Supplement to the Times for August 8, 1902, apropos of the 
diversity of Arnold’s manifold claims to distinction, and of the direc- 
tion in which, in the writer’s opinion, he is most likely to achieve 
immortality, the essayist gives utterance to the following reflections : 
‘There is nothing,’ he says, ‘more thankless than the attempt to 
influence any field of public action or opinion. If you fail, you are 
a forgotten fool, but if you succeed you are by no means a remem- 
bered wise man. Everybody thinks as you once were alone 
in thinking; but everybody thanks himself, and not you, for the 
acuteness or wisdom of his thoughts; and no one can bring himself 
to believe that what is now the easy and obvious property of all was 
once the perilous and toilsome discovery of one.’ 

As I read this somewhat striking passage, I could not help apply- 
ing it to matters medical, and more particularly to the subject upon 
which, in view of this lecture, my thoughts happened to be for the 
moment principally engaged. In the apparent obviousness of the 
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frequent and, indeed, almost constant association between pelvic 
hematocele and ectopic gestation, and in the wealth of clinical 
experience now available to illustrate that association, there is 
danger of our forgetting that it was to the enterprise and sagacity 
of a British surgeon, whom most of us have seen and known, that we 
and the whole medical profession are indebted for the simplification 
of what had hitherto been a very difficult, obscure and complicated 
subject, and for inaugurating a new era in the study and under- 
standing of pelvic hematocele. Among the many and great achieve- 
ments of Lawson Tait, I know of none to compare in their far- 
reaching beneficence with the revolution he effected in the knowledge 
and treatment of the hemorrhages of ectopic gestation. He was the 
first to give us the basis of a true explanation of ordinary pelvic 
hzematocele, and he was the first to make a serious attempt to save 
life in those terrible, and almost invariably fatal, cases of ruptured 
ectopic gestation with diffuse intraperitoneal hemorrhage. Others 
had suggested opening the abdomen and stopping the hemorrhage ; 
Lawson Tait was, as I shall relate presently, the first to have the 
pluck to do it. 

The subject I have chosen for my lecture is ‘Intraperitoneal 
Hemorrhage incident to Ectopic Gestation.’ This covers both the 
limited and the unlimited effusions of blood due to this cause, but 
I have used the word ‘hemorrhage’ in the singular designedly, in 
order to emphasize the fact that the difference is one of degree rather 
than of kind. Whether the blood poured out into the peritoneal 
cavity becomes encysted or remains free depends chiefly on the 
extent of the hemorrhage and the rapidity with which the blood 
is poured out. In other words, it depends on the number, position, 
and size of the torn bloodvessels. If the hemorrhage is considerable 
and takes place rapidly, as where one or more large vessels are torn, 
there is not time for the blood to surround itself with a wall of 
adherent viscera or a capsule of adventitious tissue and laminated 
fibrin; it escapes into the general peritoneal cavity and remains 
diffused amongst the abdominal viscera. Such diffuse intra-abdominal 
hemorrhage occurring in a woman during the child-bearing age is 
usually due to a ruptured ectopic gestation. But before discussing 
its etiology I should like to draw attention to its diagnosis. There 
are no cases that test the diagnostic powers of the physician more 
severely than those which may be grouped under the head of acute 
abdominal cases. A patient is seized with sudden and acute pain in 
the abdomen, accompanied, perhaps, with vomiting, and very soon 
becomes alarmingly ill. There is probably no loss of consciousness. 
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There may be no rise of temperature. The physician is sent for, 
and at once recognises, from the suddenness and severity of the 
attack, and from the more or less marked collapse of the patient, 
that he is face to face with an unusually grave condition. What 
is it that has happened? The problem is not always an easy one, 
and yet the patient’s life may depend upon its correct solution. I 
cannot, of course, within the compass of a single lecture pretend 
to give (even if I were competent to do so) the differential diagnosis 
of all the various accidents that may give rise to the symptoms just 
mentioned. But of the one with which we are at present specially 
concerned (diffuse intraperitoneal hemorrhage due to ectopic 
gestation), I have seen a sufficient number of instances to enable me 
to speak of it from my own experience. For this reason, and also 
because some of its signs and symptoms are misleading, I purpose 
drawing your attention for a few moments to some of what I 
have been led to regard as the more important points in its 
diagnosis. 

It may be stated at the outset that its signs and symptoms 
consist, speaking generally, of the signs and symptoms of an acute 
and sudden abdominal lesion plus those of severe internal or con- 
cealed hemorrhage, and that whenever these are present in a female 
patient during the child-bearing age, the probability of their being 
due to a disturbed ectopic gestation should be vividly present to 
the physician’s mind. The first symptom is the occurrence of a 
sudden and severe pain in the abdomen, accompanied very often 
with vomiting. The patient almost immediately expresses herself as 
feeling extremely faint and ill. She is quite conscious and remains 
so. The abdomen is often more or less distended and rigid, and it 
becomes excessively tender. There is soon noticed, along with the 
usual signs of collapse, a gradually increasing pallor of the surface. 
The pulse increases in frequency, without, at first, any corresponding 
rise in temperature, and becomes weaker and more compressible. 
Presently it is only now and then that it is perceptible, and finally 
it cannot be felt at all. The patient complains of feeling more and 
more faint; her pain perhaps abates ; she becomes restless, some- 
times vomits, often sighs deeply, yawns and exhibits other signs of 
weariness, and, if left untreated, gradually sinks, maintaining a 
perfectly clear intellect to the last. 

Such is a picture, imperfect, as all attempts to describe such 
a condition in words must be, of the clinical aspect of a patient with 
diffuse intra-abdominal hemorrhage. Now and then the bleeding 
becomes spontaneously arrested, the patient rallies, and, if no fresh 

29—2 


412 Journal of Obstetrics and Gynecology 


outburst occurs, the blood becomes gradually absorbed and the 
patient recovers. But the condition is one in which no such fortu- 
nate result can be counted upon, and in which the tendency is, not to 
recovery, but to death, and to very speedy death, for the majority of 
cases end fatally within forty-eight hours, and many within a much 
shorter time. In the case of the wife of a medical friend of my 
own, death occurred within three hours from the beginning of the 
attack. 

If I were asked upon what points I should principally rely in 
diagnosing this condition, I should be disposed, in the light of my 
own experience, to enumerate the following, viz. : , 

1. The fact that at the moment of the attack the patient was 
in her usual health. This circumstance would render it highly 
improbable that the symptoms were due to gastric or intestinal 
perforation or to rupture of an internal abscess or suppurating 
cyst. 

2. The gradually increasing pallor of the patient and the 
gradually rising pulse-rate (without corresponding rise of tempera- 
ture), both being indicative of internal hemorrhage. 

3. The extreme tenderness of the abdomen. To this symptom 
I have learned to attach a very special value. It often misleads the 
medical attendant into supposing that there is acute general peri- 
tonitis. It cannot, therefore, be too strongly insisted upon that 
marked, and even excessive, abdominal tenderness does not neces- 
sarily indicate an inflammatory condition. It is met with, for instance, 
over ovarian tumours when, as the result of rotation of the pedicle, 
they have become the seat of hemorrhages, intracystic and intramural. 
It is quite true that peritonitis is a not infrequent later result of this 
accident, but this marked tenderness may be observed when, on 
opening the abdomen, there is no visible sign of inflammation. 

4. If a menstrual period has been missed or is overdue, the 
diagnosis of the case is greatly facilitated ; but it does not follow 
that because menstruation has been regular rupture of an ectopic 
gestation may be excluded. For some of the most appallingly 
sudden cases of rupture occur (as I hope to point out later) at a very 
early stage of the pregnancy, even, it may be, before a single period 
has been missed. Hence arrested menstruation is not essential to 
the diagnosis, though when present it is a valuable help to it. If in 
addition to the arrested or delayed menstruation there is morning 
sickness, the diagnosis is even further facilitated. But, after all, 
these signs of early pregnancy do not prove very much. They do 
not even prove that the pregnancy, if present, is ectopic, or that, 
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whether it is or not, it has anything to do with causing the present 
illness. All that can be said is that, when symptoms are present 
that suggest the possibility of a ruptured ectopic gestation, these 
signs of pregnancy serve to confirm the suspicion. 

These are, so far as I have been able to observe, the main helps 
to a correct diagnosis. 

There still remain to be considered one or two other points of 
diagnosis of less importance than those just indicated. 

It is frequently stated in text-books that when there is intra- 
abdominal hemorrhage there will be the usual signs of the presence 
of free fluid in the peritoneal cavity. In a case of very extensive 
effusion, and in a patient without much fat in the abdominal wall, 
it may be possible to obtain evidence of fluctuation and of dulness 
in the flanks shifting on change of posture, but such evidence is not 
usually forthcoming. 

Lastly, a word must be said as to the evidence obtainable by 
vaginal examination. Here, again, the signs are not very definite. 
There is no distinct circumscribed swelling to be felt, as in the case 
of encysted effusions (pelvic heematocele). All that can be made out 
is, in the words of my friend Mr. John W. Taylor, ‘a full and 
boggy condition of the pouch of Douglas, suggestive,’ to the ex- 
perienced finger, ‘of the presence of fluid or semi-clotted blood 
within the pelvis, but,’ as he goes on to say, ‘the symptoms de- 
noting that a lethal hemorrhage is actually taking place are of 
chief importance.’* 

There is very often a slight hemorrhage going on from the 
vagina, generally regarded by the patient either as due to the 
appearance of a delayed menstrual period, or, if she believes herself 
to be pregnant, as indicating the probability of a miscarriage. 

Owing to the gradual subsidence of the pain, and the patient’s 
freedom, as a rule, from anything like alarm about herself, the 
extreme gravity of the condition may easily be overlooked. In fact, 
as Mr. Taylor has pointed out, it is more frequent to find that the 
medical attendant has failed to appreciate the danger than that he 
has made an incorrect diagnosis. 

I do not purpose on this occasion to enter at length into the 
general question of treatment. At the same time I cannot conclude 
my clinical picture of diffuse intra-abdominal hemorrhage without a 
word of congratulation upon the unanimity that now prevails as to 
the absolute necessity, in such cases, for prompt surgical treatment. 


* John W. Taylor, F.R.C.S., ‘On the Diagnosis of Extra-uterine Pregnancy,’ 
Lancet, September 17, 1892. 
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In the year 1875 Dr. John S. Parry, whose monograph on 
extra-uterine foetation, based upon the published records of 500 
cases, presents an admirable example of patient labour and careful 
investigation, wrote in burning words of the helpless attitude of 
the profession at that time when confronted by this terribly fatal 
form of hemorrhage. He spoke of it as an anomaly which had 
’ *no parallel in the whole history of human injuries,’ and made a 
powerful appeal to his professional brethren to adopt the only 
remedy that could possibly ‘rescue a woman under these unfor- 
tunate circumstances.’ For some years this appeal was practically 
disregarded. But in 1881 a notable incident happened. A general 
practitioner in the Midlands, a Mr. Hallwright, sent for Lawson 
Tait to see with him, in consultation, a patient who had arrived by 
train from London in a condition of serious illness, that illness 
having been diagnosed by Mr. Hallwright as probably hemorrhage 
into the peritoneal cavity from a ruptured tubal pregnancy. With 
this diagnosis Tait agreed. The patient was blanched and collapsed, 
and Mr. Hallwright made the bold suggestion that Tait should open 
the abdomen and remove the ruptured tube. ‘ The suggestion,’ says 
Tait, ‘staggered me, and I am ashamed to have to say I did not 
receive it favourably. I saw the patient again... and again I 
declined to act upon Mr. Hallwright’s request, and a further 
hemorrhage killed the patient. A post-mortem examination re- 
vealed the perfect accuracy of the diagnosis . . . and I now believe 
that had I operated the patient’s life would have been saved.’ 
Taught by what he rightly calls ‘this terrible lesson,’ Tait was 
thereafter keenly on the alert, and when the next case presented 
itself—eighteen months later—he at once opened the abdomen, 
arrested the hemorrhage, and removed the bleeding tube. Unfor- 
nately this, his first case, was, to his bitter disappointment, 
unsuccessful. Nevertheless, he had at last inaugurated the only 
rational treatment, and the result has been that a large number of 
valuable lives have since been saved. For, notwithstanding its failure 
in the first case, this operation, both in Tait’s own practice and in 
the practice of those who have followed his example, has probably 
been attended with more successful results than any equally im- 
portant operation of modern surgery. A case that happened to 
myself shows under what apparently hopeless circumstances success 
may be achieved. A lady, aged twenty-seven, who had missed one 
menstrual period, and had reason to believe herself about a month 
advanced in pregnancy, was suddenly seized with very severe pain 
in the abdomen on rising from the act of micturition at 8.30 one 
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morning. She lay down again, but the pain became worse, and 
before an hour had elapsed she was in a state of collapse. When 
her medical attendant reached her at 11.30, the pain had somewhat 
diminished, but she was pale, cold, restless, and pulseless. I saw 
her about four o’clock in the afternoon. It was evident that the 
case was one of ruptured tubal gestation, and that there was intra- 
peritoneal hemorrhage. As the patient was still pulseless, it required 
some courage to advise an immediate operation. Nevertheless, I did 
so, feeling satisfied that the risk of waiting was greater than the 
risk of operating. Consent was obtained, the necessary prepara- 
tions were made as quickly as possible, and at 5.30 the abdomen 
was opened. Two and a half pints of blood were found free in the 
abdominal cavity. In the right Fallopian tube there was a small 
rent, with fragments of tissue and clot adherent to its edges. The 
operation lasted half an hour. No pulse could be felt during the 
whole of that time, or for three hours afterwards. Then it began 
again to be perceptible, and from that time the patient made an 
uninterrupted recovery. 

Before speaking of the morbid anatomy of diffuse intraperitoneal 
hemorrhage, I wish to say something of the non-diffuse or encysted 
form—in other words, of pelvic hematocele. 

A majority—probably a very large majority—of cases of pelvic 
hematocele is due to ectopic gestation. As it is with these cases 
alone that I have to deal in this lecture, the rarer cases, due to some 
other cause, may for the present be left out of consideration. It is 
evident, therefore, that in regard to the question of diagnosis it will 
be necessary to take note of the signs and symptoms of pelvic hema- 
tocele, together with the characteristic features of early ectopic 
pregnancy, and especially of early ectopic pregnancy that has been 
interrupted. 

Pelvic hematocele is ordinarily characterized by irregular 
uterine hemorrhage, and by attacks of pain, more or less severe, 
and often accompanied with vomiting, followed by the development 
of a distinctly circumscribed swelling, which may either be limited 
to the region of the uterine appendages on the affected side, or may 
more or less fully occupy the whole of the posterior part of the 
cavity of the pelvis, and encroach upon the lower part of the 
abdominal cavity. 

The irregular hemorrhages and the pain are almost equally con- 
stant symptoms. Thus, amongst the thirty cases that, during the 
last five years, have been verified in my own practice as due to ectopic 
gestation, twenty-five are recorded as having had both pain and 
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hemorrhage, two as having had hemorrhage alone without pain, and 
three as having had pain alone without hemorrhage. In other 
words, hemorrhage is recorded as having been present in twenty- 
seven out of the thirty cases, and pain in twenty-eight out of the 
thirty. When both symptoms are present, the onset of the two may 
be simultaneous, but either of them may precede the other by periods 
varying from a few hours to several days. With regard to the character 
of the discharge, it is, for the most part, dark in colour, moderate in 
amount, fairly thick in consistence, and, while it lasts, steady in its 
rate of flow. There are in some cases occasional gushes of bright 
red blood, but the general characters of the discharge are such as I 
have described them. This uniformity in its physical characters 
gives to the discharge, in my opinion, a considerable diagnostic 
value.* 

The appearance of the decidua in the vaginal discharges helps to 
confirm the diagnosis, though, unfortunately, it often escapes observa- 
tion. This membrane may be expelled, either entire or in fragments. 
It differs from that expelled in membranous dysmenorrhcea only in 
being thicker, and in the fact of its expulsion being an isolated, not 
a periodical, phenomenon. 

The pain is usually sudden in its onset, and at first very severe. 
It soon abates, however, and in a few hours may, for the time, pass 
off altogether. It not unfrequently follows some strain. Its ordinary 
situation is one or other iliac region. It often recurs, the recurrences 
appearing to mark fresh internal hemorrhages. 

Amongst the less constant symptoms may be enumerated the 
following, viz., faintness, which occurred in about one-third of the 
thirty cases ; nausea and vomiting, which occurred in about one-sixth ; 
rise of temperature, which is recorded as having been present in 
about the same proportion ; and retention of urine, which was met 
with in two cases. 

No symptom is more misleading than the vomiting. It is con- 
stantly accepted as proof that the mischief is in the appendix vermi- 
formis, or, at any rate, that it is intestinal. 

The only other symptom that calls for special mention is the occa- 


* There is, for example, no condition for which a disturbed ectopic gestation is 
more frequently mistaken than a threatened or incomplete uterine abortion. The 
physical characters of the blood discharged fer vaginam often help to distinguish the 
one condition from the other. In contrast with the features I have above described 
as usually characterizing the blood discharged in cases of pelvic hematocele, the dis- 
charge, in uterine abortion, is often very copious, fitful in its rate of flow, and variable 
in its colour and consistence. Gushes of bright red blood are apt to be both 
more abundant and more frequent, and these alternate with the passage of clots. 
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sional rise of temperature. From observations that I have been able 
to make, when the symptoms of a case of pelvic hematocele are in an 
acute stage—i.c., during the first attack of pain or during subsequent 
attacks indicative of fresh hemorrhages—I am inclined to think that 
the proportion of cases in which there is some rise of temperature is, 
in reality, much greater than that represented by the figures here given. 
I believe, in short, that it is rare to meet with a case of pelvic hama- 
tocele without at least temporary rises, and sometimes the rise 
extends to several degrees. In one of my earlier cases, in which the 
patient was under observation for five days before operation, the 
temperature during that time was never below 9g°6°, and it was 
generally much higher, frequently reaching 102°, and on several 
occasions mounting to 103° and 103°4°. Yet the case proved to be 
an ordinary hematocele, with only the usual amount of adhesive 
peritonitis, and with no evidence of putrefactive or other morbid 
alteration of the effused blood. Alluding to this point in an address 
delivered in 1897, I spoke of it as somewhat remarkable that this 
question of the temperature had not hitherto received attention, and 
I recorded my belief that it is the non-recognition of this liability for 
the temperature to rise when internal hemorrhage is going on ‘ that 
leads to so many cases of tubal gestation with hematocele being 
erroneously diagnosed as cases of pelvic peritonitis. The abdominal 
pain, the extreme tenderness, and the distension tend further to mis- 
lead’ the medical attendant, ‘and the gradual development of the 
swelling caused by the formation of the hematocele is regarded as’ 
an inflammatory exudation. 

As in the case of the diffuse form of intraperitoneal hemorrhage, 
the diagnosis will be much facilitated if the patient is known to have 
missed one or more menstrual periods. 

I pass on now to the physical signs of pelvic hematocele. In a 
typical case the swelling is situated centrally, and as regards the two 
sides of the pelvis is symmetrical. But typical cases are rare in 
medicine, and certainly in this instance they are, in my experience, 
quite exceptional. Looking over the notes of my last thirty cases, for 
example, I find only one or two that can be said to correspond with 
the usual text-book description of a retro-uterine hematocele. The 
ordinary condition of things met with in the pelvis on bimanual 
examination in the majority of cases that have come under my notice 
was as follows: There was an irregular, tender, fixed swelling, usually 
at first of the consistence, in the greater part of its extent, of soft 
blood -clot, but sometimes almost entirely of fluid consistence, 
situated behind the uterus, pushing that organ forwards and perhaps 
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to one side, distending Douglas’s pouch, depressing the vaginal vault, 
bulging into the rectum, and extending laterally into, and filling 
more or less completely, one or other of the posterior pelvic fossz. 
If the quantity of blood effused was at all considerable, the swelling 
was found to have reached upwards into the abdomen, the height to 
which it extended varying, of course, according to the size of the 
mass. It often reached to a considerably higher level than the top 
of the fundus uteri, and not infrequently extended up to or within a 
very short distance of the umbilicus. The upper limit of the swelling 
was usually higher on one side than on the other, and was irregular, 
owing to the adherent viscera that helped to form its roof. The out- 
line of the swelling is difficult to make out at first, owing to the 
general abdominal distension, the rigidity of the muscles, and the 
extreme tenderness of the swelling itself. But in a few days these 
conditions are altered, and it becomes much easier to distinguish 
the outlines and consistence of the swelling. The general intestinal 
distension will by that time have somewhat subsided, the tenderness 
of the swelling itself and the rigidity of the abdominal walls will have 
become much less marked. At the same time the peripheral portion 
of the mass will in all probability have become hardened and better 
defined, owing to the deposit, upon the inner surface of the wall of the 
sac, of layers of fibrin derived from the blood-mass of the hzmatocele. 
The uterus itself is generally a little enlarged as well as being dis- 
placed forwards, and is adherent posteriorly. A pulsating vessel may 
often be felt in one or both of the lateral fornices of the vagina. 
Often one part of the swelling will feel more or less hard and nodular, 
usually the lower surface of the lateral portion. This irregular hard- 
ness is caused by the thickened, distorted, and adherent uterine 
appendages, or other pelvic viscera, forming part of the enclosing 
wall. It is not uncommon to find the swelling even more distinctly 
one-sided than I have here described it, and I have seen not a few 
instances in which Douglas’s pouch, so far from being distended, has 
been empty. For the position of a hematocele depends not so much 
upon the influence of gravitation, as upon the position that happens 
to be occupied by the Fallopian tube at the time of the formation 
of the hematocele. It is not by any means unusual to find 
that a hematocele of comparatively small dimensions has been 
formed immediately around the aperture through which the blood 
is escaping. This is especially apt to be the case where the blood 
escapes very slowly, drop by drop, and where the whole quantity 
effused is inconsiderable. 

The conditions from which pelvic hematocele requires to be 
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distinguished, and for which it is most frequently mistaken, are : 
retroversion of the gravid uterus, ordinary abortion, inflammation of 
the uterine appendages with or without a new growth, and unsus- 
pected ovarian cyst, with sudden twisting of the pedicle. 

The presence in Douglas’s pouch of a fixed mass, about equal in 
size to that of the pregnant uterus at the end of the third month, 
taken together with a history of missed menstruation, and perhaps 
some other signs and symptoms of early pregnancy, not unnaturally 
suggest retroversion of the gravid uterus. If retention of urine—a 
rare, but still an occasional, symptom of pelvic haematocele—be 
present, the mistake is still more likely to be made. The history of 
severe attacks of pain, with more or less persistent hemorrhage from 
the vagina, should put the observer on his guard. If the uterus can 
be clearly made out to be but slightly enlarged, and to be lying in 
front of the swelling, the difficulty is at an end; the case is obviously 
not one of retroversion. But, as the use of the sound is, save under 
very exceptional circumstances, contra-indicated in these cases, and 
as without it it is often extremely difficult to. be sure whether the 
smaller body felt in front of the swelling is the entire uterus, or is 
merely the sharply-defined, hard, and perhaps elongated cervix of a 
pregnant and retroverted uterus, of which the body is comparatively 
soft and flaccid, this sign is not always available. Hence it is 
necessary to have other means of distinguishing a retroverted gravid 
uterus from a pelvic hematocele, and such means will .be found 
(I) in the consistence and (2) in the rhythmic contractions of the 
pregnant uterus. If the swelling be fairly soft in its consistence and 
well defined in its outline, it is almost certain not to be a hemato- 
cele, and if it can be felt alternately to contract and relax, it is quite 
certain not only that it is not a hzmatocele, but that it is the preg- 
nant and retroverted uterus. 

It is very important that the distinction should be made, for 
there is always the liability in cases of pelvic hematocele for fresh 
hemorrhage to take place, with the result of the giving way of the 
hematocele and the escape of blood into the general peritoneal 
cavity. But even without the intervention of fresh hemorrhage, 
nothing is more likely to bring about such a disaster than manipula- 
tions undertaken with a view to the elevation of the mass, under the 
supposition that it is a retroverted pregnant uterus. 

The cases in which a disturbed tubal pregnancy with hemorrhage 
and hematocele is taken to be an ordinary abortion are in everyday 
practice probably more numerous than those in which it is taken to 
be a retroverted gravid uterus. The latter is the mistake of the 
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painstaking practitioner, who at least takes the trouble to make 
a vaginal examination. The former is the blunder of the busy 
routinist, the man with so large a number of patients that he 
has to hurry through his work. He hears of a missed period, of 
irregular hemorrhage, and of attacks of pain, and, without making 
any internal examination, he jumps to the conclusion that the case 
is one of threatened abortion, and advises the patient accordingly. 
Presently some portions of membrane are perhaps shown to him as 
having been passed in the vaginal discharge, when, not finding any 
embryo, and hearing that the patient is still having attacks of 
pain, he explains that the ovum has not entirely come away, and 
that the pains may be expected to continue until that has happened. 
And so the case passes unrecognised until some more serious attack 
alarms both practitioner and patient, or until the patient becomes 
weary with fruitless waiting. Then is done what ought to have been 
done at the outset. An examination is made, the abnormal pelvic 
swelling is discovered, and the idea that the case is one of ordinary 
abortion is dispelled. I have already alluded, when describing the 
character of the blood discharged per vaginam in cases of disturbed 
ectopic gestation, to another point of difference between them and 
cases of ordinary abortion, viz., the fact that the latter is almost 
always attended with a large amount of hemorrhage and with the 
passage of clots, which is seldom the case in a disturbed ectopic 
gestation. 

Inflammatory conditions, suppurative or non-suppurative, of the 
uterine appendages, especially if the condition be associated, as it 
very often is, with some enlargement of the ovary from early cystic 
disease, often simulate, in the physical signs to which they give rise, 
a pelvic hematocele. The suspicion of pelvic hematocele is possibly 
confirmed by the arrest of the menstrual function. Here our prin- 
cipal safeguard against blunders is to be found in the patient’s 
history. When such inflammatory conditions are present, there is 
almost invariably a history either of past or recurrent attacks of 
pelvic inflammation, or of chronic pelvic pain, or of a purulent dis- 
charge from the vagina. But here again there are exceptions, of 
which I had two remarkable instances under my care this last 
summer at St. Thomas’s Hospital. In both of them the physical 
signs were equally compatible with the diagnosis of inflamed and 
enlarged uterine appendages and with that of pelvic hamatocele, 
while the clinical history seemed to be only compatible with the 
latter. Thus, in the first case, that of a married woman, aged thirty- 
two, the patient stated, and persistently adhered to her statement, 
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that she had had no previous illness, that her present symptoms 
began less than a month before with slight hemorrhage that lasted 
a fortnight, and that it was only after this had ceased—viz., twelve 
days before heradmission—that she was seized with sudden and severe 
pain in the lower part of the abdomen. Yet, notwithstanding this 
history, it was found when the abdomen was opened that the case 
was one of chronic suppurative inflammation of both Fallopian 
tubes, with extensive adhesions seriously implicating the large bowel. 
There was no sign of tubal gestation or of hematocele. 

The second case was admitted whilst the first was still in the ward. 
The history was, if possible, even more misleading and more difficult 
to understand than in the first case. The patient, aged twenty-six, 
had been married seven years, and had never been pregnant. She had 
always menstruated regularly. Three weeks before her admission, 
after two months’ amenorrheea, which she naturally thought was due 
to pregnancy, she had some loss of blood per vaginam, lasting two 
days. Since that she had for the first time suffered from pain, never 
very severe, in the left iliac region, and some rise of temperature. 
On one occasion she was said to have had a temperature of 104°. 
This history, if not exactly typical (for there had been no persistent 
hemorrhage per vaginam), was, to say the least, strongly suggestive 
of tubal gestation with hematocele, and certainly seemed to exclude 
any chronic suppurative inflammatory process in the pelvis. Never- 
theless, the case proved to be a double tubo-ovarian abscess. There 
was an inflamed and suppurating Fallopian tube on each side, and 
each tube was in direct communication with the interior of a sup- 
purating ovarian cyst. The two swellings were intimately adherent 
to the uterus and to each other, the whole forming a single mass. 
There was no hzematocele, and there was no tubal gestation. Here, 
as in the preceding case, it is difficult to explain the absence of any 
history of pain or ill-health until the three weeks immediately 
preceding the patient’s admission. The two cases together well 
illustrate the difficulties of diagnosis that are occasionally met 
with. 

My friend Mr. Taylor has called attention in his monograph 
to the similarity in symptoms and physical signs between pelvic 
hematocele and an ovarian cyst with intracystic hemorrhage 
from twisted pedicle. I can from personal experience fully corro- 
borate his statement that the one may easily be mistaken for the 
other. ‘The sudden abdominal pain,’ writes Mr. Taylor, ‘which 
characterizes the final twist of an ovarian pedicle, when the return 
circulation is obstructed, the vomiting and faintness which accom- 
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pany this, and the rapid formation of a prominent and tender tumour, 
are all suggestive’ of a tubal pregnancy with hematocele, and when 
accompanied (as axial rotation of an ovarian pedicle sometimes 
is) ‘with menstrual irregularity, the history also may favour the 
suspicion. .. .. When a tumour is known to have existed, the 
diagnosis is comparatively easy. But in many of these cases the 
existence of a tumour has not previously been suspected, and it is in 
these cases that difficulties are likely to arise. 

In differentiating the one condition from the other, Mr. Taylor 
places the chief reliance upon the fact that an ovarian tumour is 
seldom so closely connected with the uterus as a tubal pregnancy 
would be. To this point of difference I should be inclined to add 
another, namely, that whereas in twisting of the pedicle a tumour 
can be found at once and can be observed quickly to increase in 
size, in tubal gestation with hematocele a tangible tumour is not 
formed at once. It is usually a few days from the onset of the 
attack before anything very definite in the shape of a swelling can 
be made out. 

Having endeavoured to draw a clinical picture of intraperitoneal 
hemorrhage resulting from an interrupted ectopic gestation, and 
having called attention to the principal points in diagnosing the 
condition (1) where the hemorrhage is diffusé, and (2) where it is 
more or less completely encysted in the form of a hematocele, I now 
pass on to speak of the disturbances to which an ectopic gestation is 
specially exposed, and of the manner in which these disturbances 
produce intraperitoneal hemorrhage. It has long been known on 
the authority of the post-mortem room that diffuse intraperitoneal 
hemorrhage occurring in the female subject during the. child- 
bearing age is most commonly associated with one or other form of 
ectopic pregnancy. Our knowledge of the almost equally constant 
association of pelvic hematocele with the same condition is com- 
paratively much more recent. Most of my hearers will remember 
the feeling of despair with which they arose from the perusal of the 
chapter on pelvic hematocele in the text-books of their student 
days. The account of its etiology was nebulous and unconvincing. 
The array of possible sources of the hemorrhage was formidable in 
its length and ingenious in its variety, but in regard to many of 
these the evidence was exceedingly slight, and the acknowledged 
rarity of most of them did not fit in even with the imperfect 
knowledge we then had of the frequency with which pelvic 
hematocele occurs. Even Bernutz, with his admirable series of 
well-recorded cases and observations of post-mortem appearances, 
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was tempted to build up a theory which would not bear criti- 
cism. I allude, of course, to his theory on the subject of menstrual. 
regurgitation. 

I have already spoken of the obligation we are under to Lawson 
Tait for advancing and simplifying and placing upon a sound basis 
our knowledge of the etiology of pelvic hematocele. He it was 
who, supplementing clinical observation by actual inspection and 
handling of the parts concerned, came to see how much of the 
current teaching on the subject was conjectural, and to recognise 
the fact that in the vast majority of cases pelvic hematocele, like 
diffuse intraperitoneal hemorrhage, is due to some disturbance of 
an ectopic, generally of a tubal, pregnancy. The particular dis- 
turbance to which for some time both these varieties of intra- 
peritoneal hemorrhage, when connected at all with ectopic gestation, 
were held to be invariably due was rupture of the gestation sac. 
The rupture was supposed to be brought about by the Fallopian 
tube becoming stretched and thinned by the growing ovum until the 
thinning of the tube at that part became so extreme that a com- 
paratively slight strain sufficed to cause it to give way. But it 
gradually became evident that this simple explanation of the liability 
of an ectopic gestation to undergo rupture did not take into account 
all the factors that were usually concerned in the production of 
rupture. Observers both at home and abroad (amongst whom 
ought to be specially mentioned the names of Werth in Germany 
and Bland-Sutton in this country) began to call attention to the 
frequency with which rupture was found to have been preceded by 
the occurrence of hemorrhage within and around the ovum itself. 
Later still it was realized that intraperitoneal hemorrhage in con- 
nection with ectopic gestation might occur without rupture, the 
blood escaping, not through a rent, but from the free end of the 
pregnant tube. And eventually it was found that whereas diffuse 
intraperitoneal hemorrhage was in the majority of cases due to 
tubal rupture, and only occasionally to leakage from the open fim- 
briated end of the tube, the encysted form of intraperitoneal - 
hemorrhage, or pelvic hematocele, was most frequently due to 
leakage from the mouth of the tube, and only in a comparatively 
small number of cases to rupture. In other words, it was observed 
that the ordinary result of tubal rupture is a diffuse and highly 
dangerous intraperitoneal hemorrhage, whilst the ordinary result of 
bleeding from the open mouth of the tube is the formation of a 
heematocele. 

Before speaking of the changes that take place in and about the 
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ovum prior to these catastrophes, it may be useful to give a brief 
sketch of what is at present known as to the more usual train of 
events during the weeks that immediately follow the abnormal arrest 
of a fructified ovum on its way to the uterus. 

In the vast majority of cases of ectopic gestation the gestation 
begins in the Fallopian tube. Up to a very recent date the state- 
ment that every ectopic gestation is, or began by being, tubal would 
have been accepted as correct. But within the last few years several 
indisputable instances of ovarian pregnancy have been recorded, so 
that such a statement can no longer be made. Nevertheless, it 
remains true that, with very few exceptions, an ectopic gestation 
means a tubal gestation. 

The fertilized ovum may be arrested in any part of the Fallopian 
tube. The arrest takes place most frequently in the wider or more 
curved portion known as the ampulla, but the ovum may also lodge 
in the infundibulum—i.e., at the fimbriated end ; or, more rarely, in 
the narrow, straight portion, known as the isthmus, at the uterine end ; 
or, most rarely of all, in that part of the tube which, lined by mucous 
membrane, but no longer surrounded by any other distinct coat, 
tunnels its way through the uterine wall, and opens into the uterine 
cavity.* 

The subsequent fate of the fertilized ovum is largely determined 
by the site of the gestation. When it is arrested, for instance, within 
the uterine wall, its comparatively early death appears to be all but 
inevitable, and when it is arrested immediately outside the uterus its 
life appears to be almost equally, if not more, precarious. In the 
middle and outer portions it has a better chance, but even here it 
succumbs, in the great majority of cases, to one or other of the 
dangers that threaten it, and it is rare for its development to continue 
long enough for the foetus to become viable, and still rarer for it to 
continue up to full term. 

In whatever part of the tube the fertilized ovum lodges, a 
localized swelling is produced, slight at first, but gradually increasing 
in size with the size of the ovum. Simultaneously there occurs a 
general hyperemia of the pregnant tube and of the parts in imme- 
diate connection with it, all the vessels of the neighbourhood 

‘undergoing an increase in size. The tube wall seldom becomes 
hypertrophied. The usual result, indeed, is for it to become attenuated, 


* It was because, in this last variety, the gestation could not with strict accuracy 
be said to be extra-uterine that Robert Barnes proposed to substitute the term 


‘ectopic, so as to embrace every instance of gestation situated elsewhere than in 
the uterine cavity—its normal seat. 
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as it is expanded by the growing ovum, which, of course, it com- 
pletely and closely surrounds. But the chief interest centres in the 
mode of attachment of the ovum. Though everywhere in contact 
with the tube wall, it only becomes actually attached to it over a 
limited area. This area forms the site of the future placenta, the 
chorionic villi, which at first completely surround the ovum, be- 
coming specially developed there, and penetrating the tube wall even 
up to its outer coat. The result of this in-growing of the chorionic 
villi is that the muscular fibres become separated, and the tube wall 
becomes at that spot sensibly weakened. The separation of the muscu- 
lar fibres is still further increased by an infiltration of large nucleated 
cells. Clarence Webster, in his interesting monograph on ectopic 
gestation, describes a decidua vera and decidua serotina as being 
formed in the pregnant tube. This interpretation of the microscopic 
appearances has not been generally accepted, but, whether it be the 
true one or not, it is certain that the mucous membrane and sub- 
mucous tissues over a definite area undergo alterations which enable 
them to fulfil the functions of a decidua serotina, however im- 
perfectly. 

Meanwhile, a membrane, which all authorities agree in regarding 
as a membrana decidua, is being formed in the uterine cavity, and 
the uterus itself is undergoing enlargement. This enlargement con- 
tinues, if the ovum lives, for the first two or three months much as it 
would do if the gestation were intra-uterine. But about the end of 
that time the uterus appears to find out that it has been cheated, and 
ceases to grow, though, as long as there is a living and growing 
ovum in its neighbourhood, it does not retrieve its blunder—does 
not, in other words, commence to undergo the process of involution. 

It will be easily understood that rupture of the gestation sac is 
specially apt to occur at the spot where the tube wall is weakened, 
and where it is often not only weakened, but much thinned. Cases 
have been observed where nothing intervened between the ovum and 
the peritoneal covering of the tube wall but a little newly-organized 
connective tissue, together with some of the cellular elements already 
mentioned. One case is described where a partially organized blood- 
clot lying in the intervillous space, and covered by peritoneum, was 
all that remained to represent tube wall at the seat of rupture. It is 
evident, from what has been said, that processes are at work which 
greatly predispose to rupture. A little extra strain upon the capacity 
of the intervillous spaces containing the maternal blood, or the 
occurrence, by no means infrequent, of an interstitial hemorrhage, 
is quite enough to bring about a catastrophe. In some cases the 
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catastrophe is for a time averted by the formation of an inflammatory 
deposit on the outer surface of the peritoneum over the placental 
area, but this is seldom more than a temporary safeguard. Such a 
layer of adventitious tissue is not sufficiently elastic to bear any con- 
siderable amount of stretching, and before long it, too, gives way and 
the rupture is complete. Probably owing to the lumen of the tube 
being at that part excessively fine, and its wall dense and inelastic, 
so that its limits of expansion are soon reached, rupture is apt to take 
place with special frequency and ata particularly early stage of gesta- 
tion in cases where the ovum is arrested in the straight portion of 
the tube just external to the uterus.* 

Another factor in the etiology of intraperitoneal heemorrhage—a 
factor which has not until the last few years been fully appreciated— 
is to be found in certain accidental changes which are apt to occur in 
the ovum itself. 

The ovum in tubal gestation is specially prone to become the 
seat of hemorrhage, and to have its bulk enlarged thereby and 
its vitality destroyed. Sometimes the result is the formation of 
something so like the well-known carneous mole of uterine preg- 
nancy that it may be appropriately termed a tubal mole. At other 
times the amniotic cavity is so much compressed by the hemorrhagic 
effusion between the membranes that it is flattened and practically 
obliterated, the embryo being destroyed, and the ovum, whilst 
retaining its shape and often retaining its attachment, becoming a 
mere mass of clot and débris. This is, in my experience, a much 
more frequent result than the formation of a typical mole, with its 
distorted or blighted embryo, its distinct amniotic cavity, and its little 
rounded bosses of blood-clot projecting beneath its lining membrane. 
Not infrequently the covering of the ovum gives way, and the tube 
becomes filled with clot and débris, all trace of ovum being lost. 
This constitutes one of the varieties of heematosalpinx. 

The sudden increase in the bulk of the ovum due to this hemor- 
rhage is very often a factor in the bringing about of rupture. But 
hemorrhage into the ovum—apoplexy of the ovum as it is called— 
does not always result in the production of rupture. It does not 


* Surprise is often expressed at the great volume of blood that is often poured 
out into the abdominal cavity as the result of rupture. The explanation seems to be 
(1) that the mouths of the tubal vessels from which the blood flows into the inter- 
villous spaces are not, as in the uterus, surrounded by uninjured muscular tissue, 
ready to contract, and, in contracting, to close them ; and (2) that the peritoneal 
cavity is a practically unlimited space. The restraining effect of a limited space is 
shown in the more moderate extent of the effusion in those cases in which the blood 
escapes into the tissues of the broad ligament instead of into the peritoneal cavity. 
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even do so in the majority of cases. The more usual result is a 
trickling of blood from the abdominal end of the Fallopian tube. 
Now, such a trickling exactly fulfils the conditions necessary to the 
formation of a hematocele. The blood flows so slowly and in such 
moderate amount that it has time to collect in the pelvis and to 
become encysted. Of course, there are exceptional cases, in which, 
even although there be no rupture, the blood flows fast and furiously, 
and in these exceptional cases a diffuse intraperitoneal haemorrhage 
is the result; but the ordinary result of bleeding from the open 
fimbriated end of a pregnant Fallopian tube is the formation of a 
heematocele. 

The capsule of a typical pelvic hematocele is formed partly by 
the peritoneal surfaces of the various surrounding parts (broad liga- 
ment, uterus, ovary, appendages of the opposite side, intestine, 
omentum, and the walls and floor of the pelvis), and partly by an 
adventitious cyst wall. This latter bridges over any gaps that there 
may be between the various structures above named. Sometimes 
the whole hematocele is surrounded by such a cyst wall, the cyst 
wall in that case intervening between the contents of the hematocele 
and the visceral and parietal peritoneum hemming it in, and, if not 
too fragile, enabling the hematocele to be enucleated entire. The 
nature of this cyst wall was for a long time the object of much 
conjecture. It is smooth on its outer surface (where non-adherent), 
has a grayish or yellowish-brown colour, and is easily disintegrated. 
It consists of a delicate connective-tissue basis, upon which successive 
layers of fibrin have been deposited from within, 7.e., from the con- 
tents of the hematocele. The wall, thus constituted, tends to become 
firmer and harder day by day, and it was this solidifying and gradual 
hardening of the periphery that led to the old supposition that the 
hematocele, soft and elastic, if not, indeed, actually fluid, at first, coagu- 
lates en masse, and gradually hardens until it becomes for all practical 
purposes a solid tumour. As a matter of fact, the inner and main 
portion of the hematocele almost invariably remains either in a 
fluid condition or in the condition of soft clot. Much has been 
written about the various shapes that different hematoceles assume, 
but these shapes are so largely, so almost entirely, dependent on 
the character of the boundaries of the space into which the blood 
trickles, that the question is not an important one, except to this 
extent, that we must not expect to find hematoceles all alike, or 
even to find the majority of them conforming in shape or size to one 
particular pattern. 

The abdominal end of the tube is differently affected according to 
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whether the ovum has lodged in the inner or outer part of the tube. 
When the isthmus of the tube—i.c., the inner straight portion—is 
the seat of the gestation, the fimbriated mouth of the tube is 
sufficiently far from the scene of activity to remain, as a rule, 
unaffected. But in the much more common event of the gestation 
occurring in the outer portion of the tube, the abdominal ostium 
remains open until from the sixth to the eighth week, and sometimes 
becomes abnormally expanded. After that time it usually becomes 
closed, or nearly closed, by adhesions, provided the gestation has 
continued to that date without interruption. 

It is during those earlier weeks, when the abdominal ostium is 
still patulous, that a hematocele is most apt to be formed, for it is 
during the first two months of gestation that hemorrhage within and 
around the ovum is most liable to occur, and, the abdominal ostium 
remaining patent, the blood extravasated around the ovum usually 
finds vent in that direction. But, owing to the changes that I have 
described in the tube wall, rupture may take place, and does not 
infrequently take place while the abdominal ostium is still open, 
and not a few cases have been recorded in which bleeding has 
occurred both from rupture of the tube wall and from the mouth of 
the tube. It will also be easily understood that under the pressure 
of recurrent hemorrhages, or from any undue strain, the sac of a 
hzematocele may give way, and bleeding may take place into the 
general peritoneal cavity. In other words, a case of encysted intra- 
peritoneal hemorrhage may suddenly become converted into the 
more dangerous diffuse form. This should be borne in mind during 
the bimanual examination of such cases for diagnostic purposes, 
especially when such an examination is conducted under anesthesia. 
I have seen several cases in which this accident has happened, and 
in which there was no reasonable doubt as to its having been caused 
by diagnostic manipulation. I have already, when speaking of 
diagnosis, called attention to the risk of rupturing the hemato- 
cele when forcible attempts are made to raise it out of the pelvis 
under the mistaken impression that it is a retroverted pregnant 
uterus. 

Time will not permit of my following at any length the fortunes 
either of a pelvic hematocele or of a diffuse, but non-fatal, intra- 
peritoneal hemorrhage. The tendency in both cases is to gradual 
absorption of the extravasated blood and-to the recovery of the 
patient. But there are pitfalls in the way, and of these the two most 
important are the liability to fresh hemorrhages and the liability to 
bacterial infection of the blood already poured out. 
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Whenever an apoplectic ovum is retained and adherent within 
the Fallopian tube, a woman is exposed to the constant risk of 
recurrent hemorrhages. Occasionally the ovum becomes separated 
from the tube wall and is expelled along with the stream of blood 
that issues from the open mouth. This is spoken of as a complete 
tubal abortion. An instance occurred in my own practice in which, 
on opening the little firm clot found just outside the mouth of the 
tube, an amniotic cavity was exposed, and lying within it was a 
three weeks’ embryo. Of course, when the abortion is complete, 
and the ovum with its envelope of blood-clot has been separated 
and discharged from the tube, the hemorrhage from the tube 
ceases. 

With regard to the second source of danger of which I spoke, I 
may mention that within the last two years three cases of hema- 
tocele, in which I had advised non-interference, developed symptoms 
pointing to septic absorption, and in each case the result of the 
operation that was thus rendered necessary was to show that the 
effused blood had undergone more or less decomposition, and had 
acquired a distinctly foetid odour. 

It has been my aim in this lecture to present some of the results 
of my own clinical experience of intraperitoneal hemorrhage, and 
to give some idea of the direction and of the results of recent work 
on the subject, and especially of its bearing upon diagnosis. 

It would, I think, scarcely be an exaggeration to say that, 
whereas the characteristic ambition of the surgeon is to attain per- 
fection of treatment, the characteristic ambition of the physician is 
to attain perfection of diagnosis. The developments of gynzcology 
in a surgical direction have led many to doubt whether the time is 
not approaching when gynecology should be regarded as a special 
branch of surgery rather than of medicine. The question is a large 
one, and cannot, of course, be adequately discussed on this occa- 
sion. But one thing I should like to say, and it is this—namely, 
that if there is in British gynecology any of that striving after 
perfection of diagnosis of which I have just spoken, it is traceable, 
in my opinion, to the traditional association of gynecology with 
medicine. The instinct of the surgeon—I say it in no spirit of 
disparagement—is, at any rate in gynecological work, to be satisfied 
with just so much of a diagnosis as will enable him to decide upon 
a line of treatment. With the refinements of diagnosis he does 
not greatly concern himself. The physician, on the contrary, 
trained and accustomed to the patient solving of difficult diagnostic 
problems, is not content with what I may call a mere utilitarian 
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diagnosis. He wants to find out all that possibly can be found out, 
just as he does in the chest and other regions that are his own 
undisputed territory. In other words, he recognises that in scientific 
medicine the first essential is accuracy of diagnosis, and that until 
an accurate diagnosis has been made all treatment must be hap- 
hazard and unscientific. Those have been the best clinical physicians 
who have held this opinion, and have systematically acted upon it, 
availing themselves of every opportunity, whether in the post- 
mortem-room or the operating theatre, of ascertaining how far their 
diagnosis is borne out by facts. If gynzcology is to advance in a 
scientific direction, this is the spirit, it seems to me, in which its 
work must be carried on. Hence, I should view any step towards 
the severance of gynecology from medicine with very great mis- 
giving. That gynecology is becoming more surgical is very 
true—it is inevitable that it should be so; but that is all the 
more reason why medicine should still keep a hold upon it, to 
exercise a wholesome restraint upon its surgical enthusiasm, and to 
continue to inspire it with that reverence for accuracy of diagnosis 
which otherwise it might be apt to lose. 

I desire, Mr. President, to thank you very sincerely for the 
honour you have done me in asking me to deliver this lecture. It 
is, I believe, the first time since the Bradshaw Lecture was estab- 
lished, twenty-one years ago, that the honour of delivering it has 
fallen to an obstetric physician. I trust that I may interpret this 
mark of your favour as an indication that this college has at present 
no intention of disowning either obstetrics or gynecology, or of 
removing them from an influence which I, for one, believe to have 
been extremely beneficial. 
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HYDATID MOLE AND ITS RELATION TO 
DECIDUOMA MALIGNUM.* 


By D. BERRY HART, M.D., 


Gynecologist to the Royal Infirmary, Edinburgh. 


Mr. PRESIDENT AND GENTLEMEN,—I need hardly say it was with 
great pleasure I acceded to your secretary’s request that I should 
open your Society with some remarks bearing on the subjects in 
which we have a common interest. I have the most pleasant recol- 
lections of my visit in 1885, at the time of the British Medical Asso- 
ciation’s meeting, and am glad once more to meet old friends, 
Dr. Taylor, Dr. Edwards, Mr. Sheen, and others. Societies like 
yours play a very important part in medical life. They give facilities 
for discussions, and papers on scientific and practical subjects, afford 
opportunity to the experienced practitioner of giving the younger 
men the benefit of his knowledge, as well as stimulate the beginner 
fresh from the schools to work up some case or series of specimens 
to his own benefit and that of his fellows. One specially good effect 
of such societies is that of keeping up good feeling and tone in the 
profession, and if for nothing else they are worthy of all support. 
In thinking over some subject on which I might say a little, it 
occurred to me that it would be of interest to you if I discussed a 
condition many of you must have seen in practice, perhaps on more 
than one occasion, and one on whose investigation I have spent a 
little time recently—viz., the condition known as hydatid mole. 
This remarkable pathological change in a pregnancy must have 
always struck the practitioner, and, indeed, has been known for long. 
Since 1889, however, when Singer first drew attention to the remark- 
able form of apparent malignant disease following abortion or preg- 
nancy, and since it has been known that it most frequently follows 
hydatid mole (in about half the cases), great attention has been 
paid to such abortions, and a large number of questions await solu- 
tion. The most clamant of these are: What is the nature of hydatid 
mole? Is there a malignant and simple form of mole? Can we tell 
histologically what form will develop malignant disease? How is 
hydatid mole, in certain cases, followed by metastatic deposits ? and 


* An address delivered to the Cardiff Medical Society, October 9, 1902. 
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so on. Probably the best way to bring the questions before you 
will be to take up— 

1. The structure of the early normal villus. 

2. The naked-eye and microscopic structure of the hydatid mole. 

3. The clinical features of hydatid mole. 

4. Its relations to deciduoma malignum. 

5. Possible nature of hydatid mole, and of its relation to deciduoma 
malignum. 

6. Can we ascertain by microscopic examination of a mole, or of its 
curettage fragments after abortion, whether deciduoma malignum will 
develop ultimately ? 


1.—-PLACENTA OF SIX TO SEVEN WEEKS’ FETUS. 
Villi and intervillous spaces, above. (5,°) 


1. The Structure of the Early Normal Villus.—While all agree that 
the core of the villus is early connective tissue, the nature of the 
epithelial covering has been long a source of dispute, the two opposed 
views of the older writers being usually that of its being a one-layered 
or multiple-layered epithelium ; opinions were also greatly divided as 
to the source of the epithelial mantel, whether maternal or fcetal. 
Langhans, however, did most signal service when he pointed out that 
in the early villus we had a layer of epithelial cells next the con- 
nective tissue of the core, well defined, and with a large nucleus, 
what is now known as Langhans’ layer. Outside this is a nucleated 
protoplasmic layer—the syncytium (Figs. 1 and 2). This distinction 
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is of great value. This description applies mainly to the early 
villus, as the syncytium thins and the Langhans’ layer cells become 
less marked as growth of the placenta goes on. In later villi the 
epithelial covering is single and flattened, the syncytium very thin 
or absent, the connective tissue of the core more fibrous; i.¢., the 
villus normally differentiates as it ages, a fact, as we shall see, of 
great importance. The epithelial tips of the villi proliferate where 
they touch, and we thus get a condensed layer known as Nitabuch’s 
fibrin layer, held by many to be transformed syncytium. Gulland 
and I drew attention to this layer, and believed it to be due to a 


FIG. 2.—VILLUS OF SIX TO SEVEN WEEKS’ PLACENTA. 
Note core of connective tissue, with Langhans’ layer and syncytium outside it. A 


column of cells (Langhans’) connects serotina and villus. To the left and right of 
the column syncytial pieces are seen. (2%°) 


phagocytic action of the tips of the villi on the basal serotina. This 
layer I had previously noted in the full-time third-stage uterus. 
If there be this phagocytic action of the villi, a layer is formed 
between the foetal and maternal portions of the placenta, which 
must to a certain extent limit the normal destructive action of the 
villus-tip. Both the layers of the covering of the villus are, I believe, 
foetal and ectodermic, although many dispute this, and believe the 
syncytium to be maternal. The syncytium and Langhans’ layer 
have no coagulating action on the blood. All these points are well 
illustrated by a specimen of a six to seven weeks’ placenta which I 
obtained from a case where I induced abortion for chorea. The 


| 


436 Journal of Obstetrics and Gynecology 


specimen was hardened immediately on removal, and shows the 
structures well. 

Normally, then, the early villus has this double epithelial covering, 
Langhans’ layer and syncytium. These can absorb decidual tissue, pene- 
trating into it, can pass into bloodvessels without coagulating blood ; while 
normally their progress is always marked by the condensed layer I have 
already mentioned (Nitabuch’s fibrin layer). Finally, both epithelial 
mantel and connective-tissue core, which approximates to the Whartonian 
jelly in structure, differentiate in the normal placenta, the syncytium 
gradually thinning, the cells of the Langhans’ layer becoming more flattened, 
while the connective tissue loses its myxomatous type and becomes more 
fibrous. 

2. The Naked-eye and Microscopic Structure of the Hydatid Mole.— 
The remarkable mass expelled from a patient with hydatid mole is 
familiar to most of you. It is formed usually of a congeries of small 
cysts containing fluid, and varying greatly in size (pin’s head to less 
than an inch in diameter). No foetus is present. The membranes 
alone may be degenerated, the placenta healthy. When we have a 
foetus, a placenta, and a hydatid mole together, the case has been 
probably a twin one where one of the fertilized ova has become 
hydatid. The absence of the foetus in almost every case is a great 
fact, not hitherto sufficiently appreciated. 

Hydatid mole is rare, estimates varying from 14 in 10,200 labour 
cases—I in 728 (Kénig, quoted by Gebhard), and 1 in 2,400 (St. 
Bartholomew’s statistics by Williamson). 

The microscopic structure of the mole is of great interest. If we 
take first an ordinary case, such as one sees in practice, it will be 
found : (1) that the connective tissue of the core has become greatly 
altered in some cases, the cells withered-looking, that a concentric 
arrangement of fibres lies at the periphery of the villus, whilst there 
is a central space with fluid, not containing mucin (Marchand). 
In some the connective tissue is little altered. (2) The change in 
the epithelial covering is very striking. There is an increase in the 
cells of Langhans’ layer and a marked increase in the syncytium. 
This is in the form of protoplasmic masses with a vacuolated or 
spongy arrangement. Such mole cases are often in utero three to 
six months, and in a normal case the syncytium would have greatly 
thinned, the Langhans’ layer become of a more flattened kind of 
epithelium, whilst the connective tissue would have tended more to 
a fibrous condition. In the mole, however, no such differentiation 
has taken place. This is a very significant fact in the light of an 
interesting paper by Minot, a well-known American embryologist, 
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on the ‘ Embryological Basis of Pathology.’ One of his suggestions 
or conclusions is that ‘ normal differentiation impedes and limits the 
formation of tumours precisely as it does of further normal structures; 
so that tumours arise most readily from undifferentiated tissues, and 
may then be heteroplastic, and arise readily from differentiated 
tissues, and are then always homoplastic ; and arise unreadily or not 
at all from the most highly specialized tissues.’ The great signifi- 
cance of Minot’s remark will be seen as we go on. 

It is in the highest degree possible that, apart from the ordinary 
hydatid mole I have just described, there is a special form of a very 
active penetrating or phagocytic nature, known as the ‘mola des- 
truens.’ It is better not to have too many divisions, but I may here, 
however, allude to a case Marchand has recorded recently, where the 
fact that the uterus and mole were obtained on post-mortem examina- _ 
tion enabled him to make a very exhaustive and valuable examination. 
The main points in his case are as follows: The patient, forty-one 
years of age, a multipara, was received into the Klinik in a hopeless 
condition from hemorrhage. The uterus was enlarged, its fundus 
being two fingers above the navel. The diagnosis lay between molar 
pregnancy and placenta previa. The important conditions in the 
specimen are those relating to the uterus and its contents. The 
uterus when removed at the autopsy had its fundus 20 cm. above the 
symphysis. When laid open by a mesial incision of the front wall, 
molar masses and blood-clot filled the uterine cavity. The surface 
of the serotina was markedly irregular. The microscopical exami- 
tion showed the changes in the villi I have already mentioned. The 
specially valuable part of Marchand’s paper is that he shows that the 
cells of the villi perforate the fibrin layer and pass deeper into the 
serotina, destroying it. Thus the uterus may be perforated as in 
Wilton’s case (Lancet, 1840), and in others recorded, so as to set up 
intraperitoneal hemorrhage. 

3. The Clinical Features of the Hydatid Mole.—The clinical features 
of the ordinary hydatid mole are so well known that I need only 
briefly allude to them. The patient will complain of a watery or 
blood-tinged discharge, and, of course, if actually aborting may 
bleed profusely, and discharge the characteristic vesicles. The 
uterus is much larger than it should be for the number of periods 
passed, is soft and boggy, or irregular and projecting, in outline. The 
tumour is felt to be uterine and unfixed, and cannot thus be 
confounded with an extra-uterine broad-ligament gestation, where 
there is lateral fixation asa rule. I may mention that hydatid mole 
has been found in the tube, and also in the paravaginal tissue, the 
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latter as a metastasis, but such rare conditions are only diagnosable 
by operation. 

4. Its Relations to Deciduoma Malignum.—We now come to a most 
startling fact in connection with hydatid mole, viz., that the 
apparently malignant disease of the corpus uteri, first described by 
Sanger in 1889, and usually termed deciduoma malignum, is in 
about half of the recorded cases preceded by hydatid mole. 

The typical case is this: A woman has a hydatid mole which is 
removed or expelled. In a certain number of cases, not very many,* 
the patient develops a bleeding mass in the uterus which shows 
syncytial masses and proliferation of Langhans’ layer, with, in 
those not seen soon enough, or where vaginal hysterectomy is not 
performed, metastases, via the bloodvessels, almost always to the 
lungs, but in rare case to the brain.t The hemorrhage may come 
on 6 days to 21 months (average 4 to 6 weeks) afterwards, is usually 
very profuse; but in Inglis and Bruce’s case there were no local 
symptoms, the growth was embedded in the uterine wall, and 
cerebral hemorrhage came on from metastatic masses containing 
syncytium and cells from Langhans’ layer. Similar structures were 
found in the lungs. Some curious metastases are recorded, viz., to 
the vagina and paravaginal tissue. In the latter case (Apfelstedt 
and Aschoff) there was a fluctuating swelling extending from the 
left labium majus up the vaginal wall to the fornix, giving the 
physical signs of an abscess, and yet, when incised, old blood-clot 
and hydatid mole were evacuated. No wonder the authors write— 
BLasEMOLE! This swelling began eight days after a hydatid mole 
was expelled from the uterus. 

Much dispute exists as to the ‘nature of the growth; many hold 
that it is sarcomatous, more that it is an epithelioma. But this will 
be considered later. 

5. Possible Nature of Hydatid Mole, and of its Relation to Deciduoma 
Malignum.—My first remarks under this heading must be negative. 
I deprecate any terminology based on our present conceptions, and I 
object to premature classification. Virchow, the greatest pathologist 
in the world, whose recent death we deplore, and whose pathological 
discoveries have been approached by no one, termed the hydatid 


* Gebhard quotes Kénig, who in 10,200 labour cases noted fourteen hydatid 
moles. Twelve of these were controlled, and in none did malignant disease follow. 

+ Vide case by Inglis and Bruce, Edin. Obst. Trans., xxvi. 119. They give 
a table of deciduoma malignum cases, ninety-seven in number ; of these forty-six 
followed hydatid mole, nineteen normal labour, twenty-eight abortion, and four 
extra-uterine pregnancy. 
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mole ‘myxoma chorii.’ This has really retarded our knowledge. 
The tissue of the hydatid mole is certainly a degenerated connective 
tissue and epithelium—tissues that have not differentiated up in the 
scale—not a myxomatous growth. The same in regard to the term 
‘deciduoma malignum.’ No name we could give at present would 
even approximate to the truth appreciably. Let us therefore retain 
the ordinary term ‘ hydatid mole,’ a term involving no theory ; and if 
we keep to the term ‘ deciduoma malignum,’ let us understand that 
each pathologist may define it as he pleases.* What idea can I now 
present of hydatid mole and its cccasional dreadful sequel, deciduoma 
malignum ? 

We must first start, in attempting to arrive at this, with the early 
structure of the placental villi and their relation to the serotina. 
Where the villi tips touch the serotina a condensed layer of reaction 
forms (Nitabuch’s fibrin layer: phagocytic-action layer), and thus we 
both get absorption going on and undue penetration into the decidua 
avoided. 

The normal villi do not, however, remain the same during 
pregnancy. The syncytium thins greatly, and in part disappears ; 
Langhans’ layer becomes less active—at any rate, the cells are 
smaller ; the connective tissue becomes more fibrous. This means 
differentiation, a passage from the embryonic type to a higher, more 
organized condition. Can we explain how this comes about? I 
have already endeavoured to show in a previous paper that it is due 
to the action of the foetal thyroid, which has a stimulating effect 
on connective tissue and epithelium. In the well-known adult 
myxcedema all know what an effect thyroid has. I have examined 
microscopically skin in adult myxcedema, and the impression it 
made on me was that of a degenerated tissue. 

In the hydatid mole we find in the typical vesicles: (1) degenera- 
tion of the connective tissue of the core ; (2) proliferation of Lang- 
hans’ layer ; and (3) increase in the syncytium, with vacuolation both 
in Langhans’ layer and in the syncytium. The villi are degenerated, 
not differentiating into a more stable tissue, as they would in the 
normal placenta long before the period we usually meet them at. 
Why should this happen? Death of the foetus has been advanced 
asacause. The foetus is, however, often dead, and yet no hydatid 
mole results. My suggestion is that as the result of the non- 
development of the embryo before the thyroid develops (fifth week) 


* Personally I should prefer the term ‘ metastatic mole ’ for deciduoma malignum 
following mole, but the latter term seems to have caught on. 
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we get the chorionic tissues unaffected by thyroid secretion, and 
thus remaining an undifferentiated tissue. Its syncytium and 
Langhans’ layer thus retain their destructive activity, break through 
the fibrin layer, as Marchand has shown, and may in special cases 
when not cast off destroy markedly the decidua serotina, and even 
penetrate the uterine wall. 

When a part of the mole is retained, its dangerous power lies in 
its phagocytic burrowing tendency, its penetration of bloodvessels, 
and its non-coagulant power. It thus gives rise to metastases in 
bloodvessels, and when unchecked causes death by loss of blood 


FiG. 3.—VILLUS OF HYDATID MOLE. 
Note changes in core (vide text, p. 436), also vacuolated and hypertrophied syncytium 
with Langhans’ layer below. (3,° 


and marasmus. Is it, then, malignant? It may be, indeed is 
probably, an epithelioma, and yet we can understand its danger 
without entertaining the idea of malignancy. Actinomycosis is a 
parasitic disease, spreads and destroys tissue, causes extensive 
hemorrhages, liver and lung metastases, and yet is not, and, indeed, 
has never been, considered by anyone as malignant. It has the 
clinical features in part, and causes death like a malignant 
affection. 

I am, therefore, anxious that those of us who are investigating 
the nature of hydatid mole and deciduoma malignum should first 
inquire round the special domains of these subjects without raising 
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too broad a question prematurely. Accordingly, I have put my 
view in terms not necessarily involving the idea of malignancy. — 

6. Can we ascertain by Examination of a Mole, or of its Curettage 
Fragments after Abortion, whether Deciduoma Malignum will develop 
ultimately ? This is a most important question. The value of 
vaginal hysterectomy in cases of deciduoma malignum seen in time, 
and even when some hemoptysis has:come on, is undoubted. It 
would be wrong to extirpate the uterus in ordinary hydatid mole. 
The proportion of cases of deciduoma malignum following a mole is 
very low, probably less than one in a thousand, although, of course, 


F1G. 4.—HyYDATID VILLUS: EDGE OF CORE WITH LANGHANS’ LAYER AND 
HYPERTROPHIED SYNCYTIUM. (*{*) 


half of the cases of deciduoma malignum are preceded by hydatid 
mole. 


So far as I know at present, there is nothing specially in 
the microscopic structure of a mole, as ordinarily seen in practice, to 
show that it may be followed by deciduoma malignum. In one case 
where [I examined the mole carefully there was proliferation of 
Langhans’ layer and abundance of syncytium. This case was kept 
under observation, and there has been no mischief, although more 
than a year has elapsed; in addition she has had a full-time 
healthy child. 

Of course, in the form where the uterine wall is being eroded or 
perforated one would be justified in extirpating. 
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The point comes up in another form. A patient has had a mole 
which. is cleared out. Shortly after, she has discharge, and is 
curetted. There is not much found, but it must be examined and 
the question of extirpation faced. 

Such a case occurred recently in my hospital practice, and as the 
mole was examined and the scrapings of two subsequent curettings, 
it is worthy of our attention. (Case of Dr. Norwell, Perth.) 

The patient was admitted to Ward 36, Royal Infirmary, on 
October 20, 1901, and found to have a hydatid mole. The uterus was. 
the size of a six months’ pregnancy, but only three periods had been 


FIG. 5.—VILLUS WITH HYPERTROPHIED SYNCYTIUM AND LANGHANS’ LAYER 
FROM A SCRAPING AFTER HYDATID MOLE.  (°;") 


(Vide text, p. 443.) 


passed. She had her last unwellness on July 27, and in September 
there were attacks of pain and flooding. The cervix was dilated and 
the uterus thoroughly cleared out with the finger and a flushing 
curette by Dr. Milne Murray. The mole was examined carefully 
microscopically, and in some parts the villi seemed fairly normal 
so far as the epithelial covering was concerned. Degenerative 
changes were usually present in the core, and at other points the 
syncytium was well marked. In some places only the core of the 
villi was present, and a homogeneous substance staining with eosin 
joined adjacent ones. 

The patient was discharged well on November 10, 1go1, and 
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readmitted December 14, as hemorrhage had occurred on the gth 
and roth, necessitating the use of ergot and the vaginal tampon. On 
the rgth I curetted the uterus and had the scrapings carefully 
examined. I must confess that what I found in the sections at first 
seemed to me to indicate beginning deciduoma malignum. There 
were marked syncytial masses and great increase in Langhans’ 
layer. One villus showed this markedly (Figs. 5 and 6). There 
were cells in the core apparently derived from Langhans’ layer, and 
the syncytium and cells of Langhans’ layer formed a thick cover- 
ing to the villus, the syncytium running through the Langhans’ 


Fic. 6.—VILLUS OF FIG. 5. 


Shows part of core with cells in it, probably Langhans’, and columns of syncytium 
with Langhans’ cells between. 


cells like partitions. Had I relied on this microscopical condition I 
should certainly have advised hysterectomy. There, however, had 
been no marked hemorrhage, the villi remains were not plentiful, 
there was no mass of tumour, as there usually is, and I thus waited. 
The patient was kept under careful observation, and I again curetted 
on February 3, 1902. This time I obtained nothing but healthy 
mucous membrane. Now the patient is again pregnant and appar- 
ently well. 

This case illustrates the great difficulty in determining afterwards, 
in some cases of mole, whether uterine extirpation is necessary. 
Bruce’s case, where there were no local symptoms, and no evidence 
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of return till cerebral hemorrhage came on, shows how warily one 
must walk. Usually, however, the marked bleeding, the great 
bleeding set up by curetting, the enlargement of the uterus, and the 
mass felt digitally, give sure indications for radical treatment. 

Many lessons are taught us by the conditions we have just con- 
sidered. How, for instance, was this relationship between labour 
at full time, abortion, and extra-uterine gestation so long missed ? 
It was first pointed out by Sanger in 1889, and now every year cases 
are recorded, so evident that we rub our eyes. 

Then we may note that a pure academic discussion may have 
ultimately great practical results. The discussions as to the cover- 
ing of the villi may have often raised a smile on the face of the 
practical student or specialist, and yet we now see the importance of 
a thorough scientific basis to our gynecology and obstetrics. Then, 
we know too little of the physiology of the embryo. When I 
suggested the action of the foetal thyroid, it was, I believe, the first 
time that it was thought of, and we are equally in ignorance as to 
the other internal secretions. 

Very much on this question remains to be investigated, and as yet 
we see little, and that only darkly. Diligent work and the genius 
of some observers may yet give us the key to the whole mystery, 
and it is to be hoped that for the sake. of suffering women and 
anxious specialists this discovery will not be long delayed. 

{Literature.—This has been so abundantly given in other papers 
that I merely refer to Kermauner’s summary in the Monatsch. fiir 
Geburtshilfe, August, 1902, Bd. xvi., Heft 2.] 
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DIAGNOSIS BY VAGINAL EXAMINATION. 


By W. STEPHENSON, M.D,, 


Regius Professor of Midwifery, University of Aberdeen. 


D1AGNosis by vaginal examination in labour is a question of primary 
importance in the everyday practice of midwifery. It is, perhaps, 
because of its everyday character that the subject has received less 
attention than its importance merits. That it stands in need of 
revision will be shown by a critical survey of what is taught in 
various text-books in general use; old errors that have been im- 
perfectly eliminated; inaccurate ideas that should be corrected and 
weak places that one would like to see strengthened. The value of 
accurate diagnosis is great, but is not sufficiently appreciated, 
probably because it is not cultivated as it should be. 


It has become a fashion of the day to underestimate the need 
for, and exaggerate the risks of, vaginal examinations during labour. 
The trend in recent teaching is to discourage the practice, and in 
some schools this has been carried too far. In the interest of patient 
and medical attendant alike, one or more vaginal examinations are 
indispensable, and it is always prudent to observe from time to time 
the progress of the labour. Danger, no doubt, lurks around, but its 
nature is known, and by care can be reduced toa minimum. There 
are risks of omission as well as commission. 

The dictum that ‘all the obstetrician needs to know in normal 
cases can usually be learned by abdominal palpation and ausculta- 


tion’ is false and pernicious teaching. The general practitioner 
knows better. 


Considerable diversity of opinion exists regarding the relative 
frequency of the four ‘positions’ of the foetal head in the pelvis. 
From my own observations, confirmed by the opinions of others, I 
can affirm that the fourth and second positions occur much more 
frequently than is generally entertained. 

From a practical point of view, however, it matters little what 
the exact proportion of one position to another may be, but the fact 
that there is diversity of opinion on a matter dependent upon direct 
observation is suggestive of defect in method. Possibly the relative 
frequency may vary in different localities, but it is more probable 
that a considerable personal equation must be taken into account in 
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estimating the results. The observations of students are certainly 
unreliable, and the experience must be common, how, even after 
attaining considerable skill in diagnosis, one may at times be 
deceived, and a first impression be corrected by a subsequent 
examination. If anyone believes that he meets with the fourth 
position (L.O.P.) in little more than 1 per cent. of cases, it is because 
he has yet to learn how to accurately diagnose them. 

The necessary tactus is not acquired by reading, but the student 
naturally turns to his text-books for guidance as to how to ascertain 
the information necessary for diagnosis of the relations of the head 
to the pelvis. Here defects in method and ideas are apparent. 


From the manner in which the subject is presented by various 
authors, the student is liable to acquire hazy and erroneous ideas as 
to how far the examining fingers can reach in the pelvis. There is a 
limit, but what that limit is, and the diagnostic value of that limit, is 
nowhere indicated. 

In the first edition of an able and justly popular treatise, it was 
stated that the promontory of the sacrum ‘is the point on which the 
finger generally impinges in vaginal examinations.’ The statement 
has properly disappeared in later editions, but this old erroneous 
notion as to the range of the fingers is evidently still operative in 
the minds of some teachers, and can be traced in their writings. 
One eminent author remarks, ‘You can feel the promontory in almost 
any patient if you press up strongly enough.’ 

In an excellent American work there is the following footnote : 
‘ The writer strongly recommends the practice of roughly measuring 
the conjugate diameter by reaching upwards for the promontory of 
the sacrum, as a routine measure at the conclusion of the first 
examination.’ 

Again, in a British text-book, we are told that ‘just before 
completing the examination, the tip of the middle finger should be 
applied to the sacral promontory and if this is reached with unusual 
ease,’ etc. Is there a usual facility, or is it not impossible to reach 
the promontory in a normal pelvis? 

Now, these recommendations are made by the two latter authors, 
not when dealing with the signs of narrowing of the pelvis, but when 
instructing how to conduct an ordinary vaginal examination. From 
such teaching, the mind reasons that if in an ordinary examination 
the tip of the middle finger can be applied to the promontory, why 
then the fingers must command the whole cavity of the pelvis, an 
error implied if not expressed in much obstetric writing. 
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It is to be regretted that in text-books a distinction is not more 
clearly drawn between an ordinary vaginal examination, and what 
strictly should be termed an exploration, where more pressure and 
manipulation are used than is necessary under ordinary circum- 
stances. 


Erroneous ideas as to the range of the fingers in the pelvis are 
further traceable in the directions given whereby to diagnose the 
position of the foetal head. In the instructions a common mistake 
is to represent it as possible to reach both fontanelles during one 
examination, and occasionally they are said to be ‘equally acces- 
sible.’ This is not the case. If one fontanelle be readily found, the 
other is certain to be beyond range, or is not accessible, from being 
covered by the soft parts or pressed against the pelvic wall. The 
second fontanelle can at times be reached, but only by increased 
pressure. 

But why this endeavour to reach the second fontanelle? It is 
needless meddling. If one fontanelle has been made out, and the 
direction of the sagittal suture noted, the position of the other is 
known as accurately as if it were felt. All needless forcing and 
manipulation should be excluded from our ideas of ordinary examina- 
tion, and carefully avoided in practice. If the relations of the head 
cannot be exactly determined without more exploration, better to 
remain in doubt, unless there is need to interfere, as before applying 
the forceps. Under such circumstances, if the caput succedaneum 
so covers the sutures that the lie of the head cannot be made out 
with certainty, one is warranted in pressing a finger up between the 
head and the pubes to feel the ear. 

Feeling for an ear is still spoken of by some writers as an easy 
and ordinary means of diagnosis, but the remark of Matthews 
Duncan is in great measure true, ‘that under no circumstance is 
the ear felt behind the pubes without difficulty.’ 

How far astray the mind may be carried by disregarding the 
element of force and the range of the fingers is illustrated by the 
following quotation from a recent text-book of ‘no mean order.’ 
The author directs that, after recognising the position of the small 
fontanelle, ‘the finger should then pass along the sagittal suture 
until it reaches the large fontanelle and recognises the four sutures 
which enter it. It should then search for the ears, the mastoid pro- 
cesses and the lateral fontanelles, all of which may usually be found 
by following the lambdoidal sutures to their terminations. The ear is 
always recognisable, the mastoids and the lateral fontanelles are less 
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constantly conspicuous, and all these marks are usually less easily 
reached upon the posterior than the anterior side.’ 
Comment is unnecessary. 


Further, in treating of diagnosis, writers limit their instruction 
too much to the recognition of one or other of the four positions, and 
pay little or no heed to what really is of greater importance, how to 
determine the sufficiency or insufficiency of flexion of the head. So 
far as the facility of the mechanism is concerned, it matters little in 
which position the head may be lying, but it makes a great difference 
whether the head is sufficiently flexed or not. What is the necessary 
amount of flexion before the occiput can rotate forwards, and how 
to recognise it, have received little or no attention. 

Greater facility and precision in diagnosis of all the relations of the 
head to the pelvis can be attained by (1) keeping a clear distinction 
between an ordinary and a forced examination; (2) introducing the 
idea of a normal range of the fingers, and determining what that 


range is; (3) the use of clearly defined terms, employed always in 
the same sense. 


1. AN ORDINARY EXAMINATION is made with just so much pressure 
as the perineum and vulva will bear without strain or marked resist- 
ance. When greater pressure is required to: reach a part, or when 
the finger has to be pressed up between the presenting part and the 
girdle of contact—not the lips of the cervix merely—or between the 
head and pelvic wall, the examination implies increased force, and 


it should be so stated, as, by increased pressure or forced examination, 
so-and-so was felt. 


2. THE RANGE OF THE EXAMINING FINGERS IN AN ORDINARY 
ExaMINATION.—How far in the pelvis the examining fingers may reach 
is dependent upon the degree of relaxation, or it may be laceration of, 
the perineal tissues, together with the length of the fingers, the mode 
of their introduction, and the degree of pressure. It is certainly 
possible to reach further in some cases than in others, but there 
must be an ordinary or average range to which we can accustom 
ourselves, and if a readily recognisable line in the floor of the pelvis 
corresponds with this range, then we have a definite meaning 
attached to the term. 

Now, a careful observation will show that, in an ordinary examina- 
tion during labour in a normal pelvis, the two fingers, introduced in 
the mesial line, reach on the pelvic floor to the tip of the sacrum and 
rest on the coccyx ; moved outwards to either side they pass along 
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the surface of the ligaments to the ischial spine. The normal range 
then may be defined as corresponding with the ligamentous boundary of the 
pelvic outlet. 

Further, it will be found that in the upper part of a normal 
pelvis the fingers command only the anterior half of the pelvis, whilst in 
the lower division and on the pelvic floor they reach slightly beyond the 
transverse plane. By command is meant, not the reach of the finger- 
tips, but what is felt by the tactile pad, so as:to recognise a suture or 
fontanelle. The proof of these statements is as follows: 

(i.) A study of the ‘obstetric hand ’—i.¢., the first and second 
fingers extended, third and fourth flexed on the palm—with a foot- 
rule laid on a book, the dorsal surface of the flexed fingers against 
the edge, will show that the distance at which the finger can so read 
off what it touches is, for one finger 2} inches, for two fingers 
3 inches, and the tip of the second finger may touch a body at 
34 inches. 

(ii.) Much misapprehension has arisen from using the skeletal 
pelvis as a means of study, and disregarding the influence of the 
soft structures closing in the outlet.* An important question to 
be determined is, How far do the perineal structures yield to pressure ? 
From careful observation I believe that in ordinary examinations the 
dorsal surface of the two flexed fingers does not pass beyond the trans- 
verse line joining the anterior margins of the ischial tuberosities, in 
most instances not so far. With strong pressure they cannot be 
forced beyond the line passing from the tip of the coccyx to the lower 
margin of the symphysis, or, in other words, the plane of the outlet. 

(iii.) An accurate conception of how far the fingers reach in the 
pelvic cavity can be obtained by the use of the accompanying plates. 
They represent outlines of sections of Ziegler’s plaster casts of the 
cavity of the normal skeletal pelvis, drawn full size. 

Fig. 1 is the mesial section. The inner surface of the symphysis 
and of the sacrum are easily recognised (dark lines). The axis of the 
brim prolonged has been added, giving the position of the central line 
of the pelvis (CL). The cross (X) marks the point through which the 
line joining the ischial tuberosities would pass, and represents the full 
degree of perineal yielding to ordinary pressure. In using the section 
in studying the range of the fingers, the cross should always be visible 
between the extended and flexed fingers. 


* See in most text-books the drawings illustrating the method of measuring 
the diagonal conjugate. The flexed third and fourth fingers are depicted in the 
middle of the pelvis, beyond the line joining the coccyx and pubes, a position they 
could not occupy unless introduced into the vagina. 
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Fig. 2 presents a view of the pelvis by means of contour lines, 
obtained by making horizontal sections of the cast at right angles to 
the central line, and at intervals in depth of an inch between each, 
from the brim downwards. It shows the degree of shelving inwards of 
the sides and posterior wall, and the outward shelving of the anterior 


C 


FIG. 1.—MESIAL SECTION OF PELVIC CAVITY. 


CL, Central line, axis of brim prolonged ; PO, plane of outlet, extreme yielding of 
soft tissues to forced pressure; X, point through which line joining the ischial 
tuberosities passes; RR, ordinary range of the fingers; A, position of anus; 
F, level of the fourchette ; @, conjugate of 3 inches. 


wall. The darker dotted line gives the ordinary range of the fingers, 
and the fainter dotted lines the outline of the ligamentous portion of 
the outlet. 

(iv.) The Use of the Plates.—(a) By placing the obstetric hand on 
either plate, as in making an examination, it will be seen that the 
fingers can readily rest on the coccyx and tip the end of the sacrum 
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(line RR). (6) The posterior pelvic wall is far out of range, even 
in a forced examination. How hopeless it is to expect to reach the 
promontory in a normal pelvis is evident. The dark dot on the line 
of the conjugate marks a narrowing of the diameter to 3 inches; to 
touch the promontory even with this degree of contraction is difficult. 


FIG. 2.—VIEW OF PELVIC CAVITY BY CONTOUR LINES, AT INTERVALS IN 
DEPTH OF AN INCH. 


Dark dotted line, the range of the fingers ; light dotted line, the ligamentous outlet. 


(c) It is of importance in practice to be able to recognise the position 
of the central line of the pelvis. With one finger fully introduced in 
the mesial plane, the tactile pad just reaches this line. In actual 
practice the position of the coccyx can always be made out, 
externally if not internally. As the central line passes through this 
bone, the latter becomes a fixed point of reference. The relation in 


| 
of 
Ss 
Ss 
> 
x 
4 
4 
‘ 
‘ 
‘ 


452 Journal of Obstetrics’ and Gynecology 


place, therefore, of a suture or fontanelle to the central line can 
be readily determined with a fair degree of accuracy. (d) The 
fingers with moderate pressure readily reach the transverse vertical 
plane. Speaking generally, therefore, it may be said that they 
command only what lies in the anterior half of the pelvis. This 


is strictly true in the upper portion, but the range extends some- 
what further near the floor. 


3. DEFINITION OF THE TERMS TO BE USED—Unfortunately, the 
words anterior and posterior are applied to two different relations. They 
are used to designate the fontanelles in relation to the head, and the 
parietal bones in relation to the pelvis. Better to speak of the 
large and small fontanelles, rather than anterior and posterior, and 
to limit the latter terms to denote the relation of foetal structures to 
the maternal body. 

The same limitation should be made in the use of right and left. 
They are readily understood when applied in relation to the mother, 
as occipito right, occipito left, but obscure and difficult to appre- 
hend, though quite accurate, when we speak of right parietal, left 
parietal ; it should be anterior parietal, posterior parietal. 

Again, a fontanelle or suture may be beyond range, yet may be 
reached by increased pressure ; the distinction should always be attended 
to. Buta fontanelle may lie anteriorly, therefore within range, and 
yet cannot be felt, because it is tightly covered up by the soft parts, 
or pressed against the pelvic wall; it should then be described as not 
accessible. 

In an ordinary examination with the right hand, patient lying in 
the left lateral position, one commands more readily the left side of 
the pelvis. To examine the right anterior accurately, it is necessary 
to reverse the hand—that is, instead of introducing the fingers with 
the palmar surface uppermost, the dorsal surface is turned towards 
the arch, and the fingers pressed up to the right anterior, the elbow 
depressed on the bed. 

That the head usually lies in an oblique diameter of the pelvis 
will not be disputed, but that the head always lies in the oblique, right 
or left, is open to question. 

The term position of the head has by use acquired a definite 
meaning, the relation of the long axis of the head to one or other 
diameter of the pelvis. It does not include, however, the more 
important relation, the degree of flexion. The expression lie of the 
head may be used when both these relations are referred to. 

The expression ‘axis of the brim prolonged’ is awkward; the 
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term central line will be used instead. It is well known that it passes 
through the coccyx. 


DIAGNOSTIC VALUE OF THE NORMAL RANGE OF THE FINGERS. 


1. As the posterior wall and sacral promontory are normally 
beyond range, if they be felt it is sure evidence of an abnormal 
pelvis. 

2. When the fingers are fully introduced in the mesial line, the 
tactile portion corresponds fairly with the central line of the pelvis; 
it is easy therefore to determine the exact position of the os ; usually 
it is central, but at times displaced. 

3. When the os is moderately dilated, the fontanelles, as a rule, 
are not accessible, but the sagittal suture can generally be felt crossing 
the os. 

This common experience of itself is sufficient to prove the error 
—still taught by some authors—that Naegele’s obliquity is the normal 
relation of the head to the pelvis at the beginning of labour. If the 
head presents directly, the sagittal suture will cross the mesial plane 
within range. If it crosses beyond range or is reached with diffi- 
culty, the anterior parietal is lower than the posterior (Naegele’s 
obliquity) ; if found well within range, nearer the pubes than usual, 
then the posterior parietal is lower than the anterior. 

4. When the os is more dilated, or if the finger be passed within 
the lip, a fontanelle may be felt. If the smaller, the head is flexed ; 
if the larger, the head is somewhat extended. 

5. Only one fontanelle is within range at one time; the smaller 
indicates flexion, the larger insufficient flexion, or it may be extension 
of the head. 


DIAGNOSIS OF THE LIE OF THE F@TAL HEAD. 


First Position (L.O.A.).—The small fontanelle is found within 
easy range in the left anterior, the sagittal suture running backwards 
in a right oblique diameter; the large fontanelle is beyond range. 

~ When the small fontanelle is not readily accessible in front, from 
being close to the pelvic wall, and a portion of the large fontanelle 
can be made out to the right posterior, the head is insufficiently 
flexed; the more readily the large fontanelle is felt it indicates a 
greater degree of extension. 

Third Position (R.O.P.).—Here also the sagittal suture corresponds 
with a right oblique diameter, but it is the large fontanelle that lies 
in the left anterior. At first it is readily found by the finger. The 
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small fontanelle is in the right posterior, but is beyond range. No 
occipital rotation can yet take place. As labour advances the degree 
of flexion is increased. This brings the small fontanelle within 
range, the movement at the same time causing the large fontanelle 
to become less and less readily accessible. Then, and not till then, 
will there be forward movement of the occiput. Insufficient flexion 
is the cause of delay; should the small fontanelle be within range 
from the first, the mechanism is as easy as when the occiput is 
anterior. 

Second Position (R.O.A).—The sagittal suture runs in a left 
oblique diameter, but a peculiarity of this position is that often it is 
difficult to feel any suture. Until the os is fully dilated the small 
fontanelle in the right anterior is not likely to be accessible, and is 
found only by reversing the hand. In favourable cases the large 
fontanelle is beyond range, but frequently at an early period the 
margin of it can be made out in the left posterior. From the 
triangular shape of this portion it is liable to be mistaken for the 
smaller fontanelle. The more readily it is felt it indicates a propor- 
tional degree of deficient flexion. With the necessary degree of 
flexion it cannot be felt, whilst the small fontanelle becomes readily 
accessible. 

Fourth Position (L.O.P).—The sagittal suture runs ina left oblique 
diameter. Till the head is well flexed the small fontanelle in the left 
posterior is beyond range. With good flexion, which is not uncommon 
from the first, it can be readily felt, so much so that the position is: 
often mistaken for the first (L.O.A.). Error may be avoided by 
carefully noting the direction of the sagittal suture. It will be felt 
running from the fontanelle forwards and upwards, almost vertically, 
with the patient on her left side. 

Before flexion the large fontanelle may be felt in the right anterior 
by reversing the fingers. Till the small fontanelle comes within range 
no occipito-forward movement can occur. 

The diagnosis of the relations of the head to the pelvis, as it 
makes its exit under the pubic arch, must be postponed until the 
present-day teaching regarding the mechanism of labour is reviewed, 
a subject which also stands in need of revision, if there is any value 
in the scientific accuracy of our ideas and methods. 
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SOME COMPLICATIONS ARISING SUBSE- 
QUENTLY TO CC&LIOTOMY.* 


By FRED. BOWREMAN JESSETT, F.R.C.S., 


Surgeon to the Cancer Hospital, Brompton. 


I HAVE thought the subject I have chosen for my paper might be of 
interest to the Fellows of this Society, as scarcely a meeting is 
allowed to pass without the exhibition of numerous specimens of 
some growth or organ having been removed by cceliotomy, and in a 
very large proportion of instances the operations are reported to 
have been attended with a successful issue. Many of these speci- 
mens have been removed only a few days or hours before exhibition. 
It is very rarely, however, that we hear anything of the after-history 
of these patients, and I have often thought and wondered if all of 
those from whom these specimens have been removed have been 
so much benefited as they themselves anticipated or the operator 
could have wished. I think it will be generally admitted that often 
after an hysterectomy, either abdominal or vaginal, an ovariotomy, 
or even an odphorectomy, or the removal of the tubes for hydro- or 
pyo-salpinx, patients return after some months complaining of acute 
abdominal pains, referable most commonly to the region of the pelvis, 
but not infrequently to other parts of the abdomen. On most careful 
examination nothing can be found to account for these troubles, and 
often they are attributed to neurosis, and the patient told in time 
her pain will cease, and this undoubtedly in many instances is true, 
but too often the patient continues to suffer for an indefinite period. 

It is very desirable, therefore, to try and discover the causes of 
these troubles, and it is for this purpose that I venture to lay before 
the Society some of my experiences. 

It is, indeed, probable that in a large number of cases of cceli- 
otomy subsequent adhesions occur—most frequently to the parietal 
wound, or to the stump left from the operation—the frequency in 
which they occur no doubt depending somewhat upon the presence of 
slight sepsis. The more aseptic the operation and the less the peri- 
toneum is injured or manipulated, the less likely are these adhesions 
to occur, and if they do occur they will be slighter and more fragile. 
I cannot, however, help thinking that some patients are much more 
liable than others to contract adhesions. When adhesions have 


* Read at a meeting of the British Gynzecological Society, October 9, 1902. 
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formed, pain is pretty sure to follow to a greater or lesser extent, and 
the surgeon should, when operating, bear this in mind, and should 
pay especial attention to the toilet of the peritoneum before closing 
the wound. He should be careful to see that no blood-clot is left 
either in the pouch of Douglas or between the intestines, and above 
all to be careful to draw down the great omentum over the intestines, 
as less trouble will arise from adhesion of this structure than if by 
any accident a loop of intestine becomes glued to the wound. 

If the case be one of ordinary ovariotomy or odphorectomy, the 
stump left after removing the cyst, tube, or ovary should be carefully 
stitched over and buried so as to completely cover it in with peri- 
toneum. The same care must be taken in an hysterectomy, the 
removal of a kidney or appendix, to see that the peritoneum is neatly 
united over the seat of operation, so as to present no uncovered 
surface. For this stitching ordinary sterilized catgut should be used, 
not silk. 

The adhesions formed after cceliotomy may not only be the 
cause of pain and great discomfort, but also of serious peril to the 
patient. I have in a few cases had to open the abdomen a second 
time for the relief of pain, and in every case have found adhesions, 
which on being divided or separated have given relief; I have seen 
the same thing occur in the cases of other surgeons. I have also 
had to reopen the abdomen for the relief of intestinal obstruction, 
caused either by a band of lymph stretching across and constricting 
the bowel, or for a volvulus, the result of adhesion of two portions 
of the bowel, owing probably to the deposit of a blood-clot. In one 
case the abdomen was opened no less than five times, thrice by 
myself and twice by another surgeon. This patient was operated on 
in the first instance for fibrocystic disease of the ovaries, for which 
odphorectomy was performed ; she made an excellent recovery and 
left the hospital. Subsequently, about three months after the opera- 
tion, she returned complaining of acute pain and much distension ; 
she was treated for some weeks, but the pain becoming more dis- 
tressing, she was taken into the hospital and the abdomen reopened. 
A band of lymph was found stretching from the omentum to the 
stump of the left side; this band clearly caused constriction of the 
sigmoid flexure when that portion of the intestine was loaded. The 
band was ligatured in two places and removed. A good recovery 
resulted, but in a short time she again returned complaining of 
acute pain in the abdomen. I being out of town, she migrated to 
another hospital, where her abdomen was again opened and 
adhesions discovered ; these were torn down, and a good recovery 
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resulted. She was subsequently, I believe, operated on again by the 
same surgeon, and more adhesions found. After this she remained 
well for some considerable period, when she consulted me again, 
complaining that it was with the greatest difficulty the bowels could 
be moved, always requiring medicine and enemata, and giving her 
great distress. On admission, the abdomen was distended, especially 
along the site of the ascending colon, and chiefly at the hepatic 
flexure. At what I may call the last operation she had had, the 
incision was made over the right semilunar line. From the symp- 
toms it was considered an adhesion probably existed, causing either 
a kink in the colon below the point of protuberance, or a band 
existed causing constriction. 

On operating, adhesions were discovered along the whole length 
of the former incision; the omentum was adherent, very much 
thickened, and drawn considerably to the right, causing the trans- 
verse colon to be dragged down, thus creating an acute flexion at 
the hepatic flexure of the colon, and it was readily seen that if the 
bowels became at all constipated, great pain and difficulty would be 
caused. The adhesion was carefully divided and the omentum 
freed, great care being taken in stitching the parietal peritoneum 
first with catgut, and the other layer of the parietes, layer by layer, 
with specially prepared ten-day gut. The patient experienced 
immediate relief, and has continued well since, and I trust will 
remain so. 

Another cause of trouble after cceliotomy, more especially after 
hysterectomy, is due to adhesion or kinking of the ureter, or the 
possible inclusion of the ureter in one of the ligatures. This com- 
plication gives rise to very great distress with hydronephrosis. In 
one case I have seen complete occlusion of both ureters; this case 
was one of very large sloughing fibroid of the uterus, in which 
abdominal hysterectomy was performed. As no urine was voided 
for twenty-four hours, after consultation, it was decided to open the 
abdomen again, suspecting that the ureter might have been included 
in the ligature which was applied to the uterine arteries. On 
examination, however, it was discovered that the ligatures were 
quite free from the ureter, but on being tied the tissues were 
dragged so as to cause a kink in the ureter, which was dilated 
considerably above. Upon liberating the ligatures the kink was 
relieved, and urine at once passed into the bladder. This operation, 
at which I was present, made a deep impression on my mind, and 
impressed me with the wisdom in any future case, when no urine 
was passed and it was proved by catheterization that none had 
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entered the bladder, of at once placing the patient under an 
anesthetic and reopening the abdomen with a view of examining if 
there was any constriction or kinking of the ureters. 

To avoid possible risk of such an accident I think it is well not 
to ligature the uterine arteries until the anterior and posterior flaps 
of peritoneum have been reflected from the uterus, when the vessels 
are readily felt running up the side of the cervix, and can be ligatured 
without including other tissues. I do not agree with the dictum 
laid down by some authorities to cut across the vessels before 
ligaturing, and then catching the bleeding-points, as in the first 
place a very large amount of blood will very quickly escape, filling 
the pelvis, and often these vessels, from having some considerable 
tension placed upon them in pulling the uterus with its tumour out 
of the pelvis, retract very much, and I have seen considerable diffi- 
culty experienced in catching them up, and a large quantity of blood 
lost before they were secured. 

It must not be lost sight of that sometimes the appendix 
becomes involved, and all the symptoms of acute appendicitis 
may occur after the removal of the appendages on the right 
side. Indeed, sometimes without operation the appendix has been 
found adherent to the tube or ovary. I have had two such cases 
occur in my practice. In ene the appendix was firmly adherent to 
the fimbriated extremity of the tube, and in the other it was attached 
to the ovary, apparently where one of the Graafian follicles had 
discharged itself. 

I had occasion to operate on a patient who had had her right 
tube and ovary removed for a pyosalpinx by a surgeon. She had 
made an excellent recovery, and all went well for some two or three 
months, when she was seized with acute pain in her right iliac region, 
and all the symptoms of acute appendicitis. I advised immediate 
operation, which was done, and I found the appendix firmly adherent 
to the site of the first operation, and it was with some difficulty 
that I was enabled to release it. This, however, was safely accom- 
plished and the appendix removed, and the patient made an excellent 
recovery. 

Another cause of pain is sometimes due to the ovary, one or both 
of which have been left after an hysterectomy, becoming adherent to 
the floor of the pelvis at the line of union of the peritoneum. This, 
I think, is more likely to occur when silk is used for the stitching 
of the peritoneal flaps. I always prefer using catgut specially 
prepared for this. In case of complete hysterectomy it sometimes 
happens that a loop of intestine, or more frequently the omentum, 
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becomes adherent to the site of the opening into the vagina, causing, 
in the case of the bowel being adherent, acute flexion and possible 
obstruction. This is more likely to occur in cases of vaginal hyster- 
ectomy if care is not taken to draw the peritoneal flaps well down 
into the vagina. In the early days of vaginal hysterectomy I met 
with two or three such cases. 

To avoid the trouble of adhesion I have for some time used 
specially prepared catgut for all suturing of the peritoneum, also for 
ligaturing any vessels or adhesions that may exist, using fine silk 
only for the ligaturing of the ovarian and uterine arteries. I am 
most careful to bury all stumps of tumours, and to suture very care- 
fully any portion of peritoneum that may have been torn and cut. 
The parietal peritoneum I close with a continuous suture of catgut, 
then place about three to six interrupted sutures of specially pre- 
pared gut through the fascia and muscle, letting them be about 
I inch apart; next I unite the fascia with a continuous suture of 
catgut ; and finally a continuous suture of fine silk or horse-hair to 
unite the edges of the skin. These are removed on the tenth day 
and a strip of plaster applied. 

With respect to the after-treatment, I always as a routine treat- 
ment give grs. v. of calomel the night of the day after operation, and 
a soap-and-water enema on the morning following. The importance 
of getting the bowels to act within thirty-six or forty-eight hours 
after cceliotomy cannot be overestimated, whether by means of 
calomel or saline aperients perhaps it does not signify ; one operator 
prefers one, another operator likes another. To the late Lawson 
Tait, perhaps, is due the credit for insisting on this, but it will be 
remembered he introduced the giving of purgatives for the treatment 
of peritonitis; and here, I venture to think, he mistook tympanites 
due to paresis of the bowel, which so frequently occurs after ccelio- 
tomies, for peritonitis. Paresis of the bowel and tympanites, as we 
all know now, is a very common complication after these operations, 
especially when there have been many adhesions, necessitating the 
undue manipulation of the intestines, and a very troublesome 
symptom it is, often requiring several doses of aperient and the 
repetition of turpentine enemata before a proper action can be 
obtained. Distension, however, can often be relieved by the intro- 
duction of the long tube fer anum, and Iam in the habit of allowing 
a short enema-tube to be inserted and left in the rectum, so that the 
flatus may come away more readily. 

Many cases that died after operation in the early days of abdominal 
section, and which were returned as having died of peritonitis, I am 
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convinced really succumbed to this cause—tympanitis due to paresis 
of the bowel owing to the practice of giving opium after the opera- 
tion with a view of keeping the bowels confined for several days. 

In the limits of this paper I have only ventured to point out a 
few of the complications that are so often met with after these 
abdominal operations; had I extended my observations to those com- 
plications which sometimes follow operation for gastrostomy, gastro- 
enterostomy, or other intestinal operations, or for operations on the 
kidney, gall-bladder, and the like, all of which, by the way, are prac- 
tically outside the domain of gynzcology, a paper of indefinite length 
might be written. 

The question which naturally arises is, What is best to be done 
for those patients who come to us so frequently complaining of these 
after-claps? and what is the best and most appropriate treatment ? 
Possibly I shall be met by some operators that they operate in such 
a way that they preclude the possibility of such complications. If 
there are any such, I shall be glad to hear how they manage it, as 
I must candidly admit that I am occasionally confronted with patients 
who suffer in the way I have described, and have several times been 
consulted by patients so suffering who have been operated on by 
others. Personally, I always hold out hopes, unless there are some 
acute and pressing symptoms in which delay would endanger the 
patient’s life, that the pain, etc., complained of will in time dis- 
appear; and doubtless in many cases this is so, so that I should 
counsel not too early operative interference. 

Should, however, acute symptoms occur after an operation, or if 
the patient suffers from more or less constant pain, so that her 
happiness and usefulness is imperilled, I should not hesitate to re- 
open the abdomen, and if adhesions exist to carefully divide these, 
and either ligature or stitch them over. In the case of omentum I 
think it better after ligaturing to fold the end over, fixing with a few 
catgut sutures, so as to cover the divided point with peritoneum, 
treating the distal end in the same manner if practical. 

One other not uncommon after-complication is ventral hernia. 
This, I am pleased to say, is not so frequently met with now as 
formerly, and undoubtedly this is due to the greater care which is 
now taken in the technique of closing the parietal wound and the 
more rare use of drainage-tubes. I have no doubt that the fixing 
the tissues in distinct layers with catgut, prepared in such a way as 
to insure it lasting for some ten days before becoming absorbed, is 
by far the best method, and I cannot lay too much stress upon the 
necessity of first being most careful to stitch the peritoneum with 
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a continuous suture, so as to prevent any of the tissues being exposed 
to the peritoneal cavity. For this ordinary catgut is quite sufficient, 
as the peritoneum firmly unites in about thirty-six hours. Next, to 
bring the muscular tissue and fascia together by interrupted sutures 
of ten-day catgut, and then a continuous suture, to insure the close 
approximation of the superficial fascia; and, lastly, the continuous 
suture for the skin, with horse-hair or fine silk. 

I never now use silk for buried sutures, as, let it be prepared ever 
so carefully, it will occasionally give trouble by establishing stitch 
abscesses, which are always tiresome, as retarding the convalescence 
of the patient, to say nothing of the pain. 
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COMPLETE INVERSION OF UTERUS OF 
SEVEN MONTHS’ DURATION.* 


FAILURE OF ELASTIC PRESSURE WITH REPOSITORS; OPERATION 
OF ANTERIOR VAGINAL CCELIOTOMY ; ANTERIOR UTEROTOMY 
AND REPLACEMENT; RECOVERY. 


By JOHN W. TAYLOR, F.R.C.S., 


Professor of Gynecology, Birmingham University ; Surgeon to the Birmingham and 
Midland Hospital for Women. 


Mrs. E. G., aged thirty-three, living at Burnley, who had been 
married for two years, was delivered of her first child on February 9, 
1899. She was in labour for two days before delivery, and had very 
great hemorrhage at the time of the confinement. No instruments 
were used. The urine had to be withdrawn by the catheter for three 
days after the birth of the child, but no vaginal examination appears 
to have been made. The infant was not suckled. 

The first menstruation after delivery began about the middle of 
March. The patient ‘flooded’ for ten days, and was very weak 
afterwards. From this time she was never quite free from hemor- 
rhage, and five weeks later had another severe ‘flooding.’ These 
attacks of severe hemorrhage occurred with increasing frequency, 
and in August the patient was sent to Blackpool to see what change 
of air would do for her. During all this time no examination appears 
to have been made as to her local condition. 

While staying at Blackpool dangerous hemorrhage again came 
on, and Dr. Buxton of South Shore was sent for. Dr. Buxton dis- 
covered a large tumour in the vagina, and, recognising that this was 
the cause of the hemorrhage, and that the patient’s condition was 
becoming very critical, advised her friends to bring her to Birmingham 
and place her under my care. 

On September 15 the patient was brought in an ambulance, 
Dr. Buxton telegraphing to me to send a nurse to meet her at 
the station. On arrival the patient was found to be in the last 
stage of anemia, fainting, pallid, almost pulseless, and vomiting 
everything. She was carried to her bed, and so serious was her 
state on admission that her relatives were requested to stay during 
the night, in case she did not live until the morning. Nutrient 
enemata (with brandy) were given every four hours, and on the 
following morning an examination was made. 


* Read at a meeting of the Obstetrical Society, October 8, 1902. 
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The patient was found to be bleeding profusely, and to have a 
pear-shaped tumour hanging from the vaginal roof. No cervical 
canal could be discovered, nor could any collar or the slightest rim 
of cervix be found around the tumour. Bimanually it was impos- 
sible to make out any fundus uteri apart from the tumour, and the 
condition was diagnosed as one of complete inversion of the uterus 
involving the whole of the organ. 

After a few days of complete rest and of rectal feeding only, but 
without any amelioration of the vomiting and retching, I added 
chloral (gr. xv.) and bromides (3i.) to each alternate injection. This 
soon allayed the vomiting, and I was able to give some milk and water 
by the mouth. The pulse at this time varied from 120 to 130, and 
the temperature was slightly raised every evening (to about 100° F.). 

I then tried elastic pressure by means of the cup-shaped repositors 
of the late Mr. Lawson Tait—a method which I have used with 
success in other less serious cases—but found that, with complete 
inversion, the upper part or neck of the tumour was so loose and 
unstable that no instrument could be kept in proper position for any 
length of time. Operation was evidently the only way of dealing 
with the difficulty. 

On September 30, 1899, the patient was anesthetized, and placed 
in the lithotomy position before a good light. The vulva, vagina, and 
tumour were well cleaned, and the previous diagnosis confirmed by 
bimanual, rectal, and recto-vesical examination. A search was made 
for the openings of the Fallopian tubes, but these could not be 
identified. 

By pushing the tumour of the inverted fundus well back and 
tracing the uterine tissues upwards, the probable site of the limit 
or edge of the cervix was alone to be made out. The anterior vaginal 
wall immediately beyond this was seized with volsella, as close to 
the inversion as possible, and a transverse incision made with 
scissors in the usual way. 

This incision almost immediately disclosed the cup of the inver- 
sion, for the uterus appeared to have already detached itself from its 
usual union with the bladder. 

The peritoneum was pushed up, and the anterior margin of the 
cervix seized on each side of the middle line by volsella, while the 
uterus was cut up between them with long straight scissors. In 
doing this the peritoneum was necessarily soon opened, and the 
inverted uterus could then be well seen from its peritoneal aspect, 
with the appendages almost entirely buried within the cup of the 
inversion. One ovary was resting on the margin of the cup.’ 
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Soon after the peritoneum had been opened and the median 
division of the anterior wall of the uterus carried beyond the cervix 
‘into the body of the uterus, an attempt was made to replace the 
inversion, but this was found to be impossible. The appendages had 
already contracted some adhesions, and it was not until the division 
had been carried right up to the fundus that these could be separated 
and the inversion thoroughly reduced. 

When this had been effected a rather curious difficulty presented 
itself. The inversion had existed so long that the peritoneal surface 
of the uterus (forming the inner surface of the cup) had become con- 
siderably smaller than the mucous surface, and when reinverted or 
replaced the mucous surface and thickness of the muscle wall (being 


larger) bulged through the incision, preventing the apposition of the 


peritoneal edges. 


Here, I think, it would have been better to have cut away a wedge 
of uterine wall on either side of the incision, but, wishing to terminate 
the operation as soon and to lose as little blood as possible, I tried 
to bring the sides of the incision together (without this) by a close 
fine suture of sterilized silk, and succeeded in doing so, but with 
considerable gaping in the middle part of the wound. 

Because the peritoneal surface of the uterus was thus imperfectly 
united, I left a small iodoform-gauze drain resting between the 
uterus and the bladder. The vaginal incision was united by separate 
sutures on either side of this. . 

The patient, considering her ghastly appearance and condition, 
bore the operation fairly well, but for many weeks afterwards I had 
considerable trouble and anxiety. After a week the wound suppu- 
rated, the patient had high fluctuations of temperature, and I thought 
at one time I must attempt to remove the uterus as a final resort. 
Instead of this, however, I found I could remove the suture (which 
had been a continuous one), and with its removal and the utmost 
care as to nursing and nutrition the patient slowly recovered. She 
left on November 16, about six weeks after operation, and con- 
valescence continued uninterruptedly after her return to her home. 

In December, 1899, she was able to go out of doors a little every 
day, and in January, 1900, to take short walks, while normal (very 
scanty) menstruation had been thoroughly re-established. 

On September 27, 1900, Mrs. E. G. called upon me. She was 
perfectly well, of good colour, and no trace of her former trouble 
could be found on most careful examination. 

Again (on February 13, 1902) I heard from the patient that 
she was able to do all her household work, but that the periods 
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were slightly irregular, the intervals lasting a little longer than 
formerly. 

Remarks.—This is the only case of absolutely complete inversion 
that I have ever seen or known of. I have looked through the cases 
of inversion reported to this Society, and cannot find any example of 
the extreme inversion I have described. The condition has occa- 
sionally been theoretically described and figured, the figures usually 
representing a plain bulging or ridge at the site of the cervix, and 
therefore indicating that the cervix is easily differentiable from the 
vagina in complete inversion. It is worthy of note that in the living 
case before us there was no ridge or dividing line, and on simple 
vaginal examination the vaginal wall appeared to be directly con- 
tinuous with the inverted mucous surface of the tumour. 

The operation adopted is one which we owe mainly to the 
suggestion of Diihrssen in his ‘Manual of Gynecology.’ The 
division of the anterior wall of the uterus enables one to deal 
directly with the inversion, and this with the least additional dis- 
turbance of the patient. The only point requiring criticism I have 
already referred to—viz., the suture of the uterine incision after 
reduction has been effected. If there be much tension, and the 
uterine wall bulges beyond the peritoneal lining, it will be better, 
I think, to remove the excess of tissue before suture, so as to avoid 
all undue tension and secure exact coaptation and union. By this 
means it is quite possible that such suppuration and tedious con- 
valescence as I have had to record might be altogether avoided. 
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CAESAREAN SECTION. 


FLATTENED PELVIS; OPERATION ; RECOVERY ON THE PART OF THE 
MOTHER, AND A LIVING CHILD. 


By JOHN W. MARTIN, M.D., 
Member Hon. Medical Staff Jessop Hospital for Women, Sheffield. 


I am indebted to Dr. Anderson, our house-surgeon, for the notes of 
this case. 

The patient, M. P., aged thirty-one, was first brought under my 
notice by my friend Dr. Gordon, who had made up his mind that in 
the present pregnancy Cesarean section would be necessary. The 
following was her obstetric history : 

She had been married six years. The present was her fifth preg- 
nancy. The first two ended at term by craniotomy. In the case of 
the third, abortion was induced at the end of the third month. The 
fourth was terminated by induction at the seventh month (Christ- 
mas, 1899), craniotomy being again necessary. The present preg- 
nancy was supposed to have commenced in the last week in October, 
1901, when her menstrual period ;ceased and the usual signs of 
pregnancy developed themselves. About the end of June, 1902, I 
admitted her into my ward in the Jessop Hospital for the purpose 
of careful examination and consultation. The following measure- 
ments were taken: 


Interspinous 104 inches. 


Diagonal conjugate... we 


True conjugate 


23 


It was decided that the patient should return to the hospital the 
moment labour commenced. This she did, about 11.30 p.m., July 24, 
1902, when she had been about four hours in labour. 

Having been asepticized and duly prepared for operation, she 
was placed under the influence of ether at 1.30 a.m., July 25, 1902, 
and with the assistance of my colleagues I operated upon the usual 
lines. Incisions, each about 6 inches long, were made (a) through 
the abdominal walls, (b) through the uterine walls, the hemorrhage 
being controlled by manual compression. The placenta’was not in 
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the line of incision. The child was found lying in the right occipito- 
posterior position; it was quickly delivered, and, owing to the full- 
length incision, there was no bruising or tearing of the edges of the 
wound. The placenta was also rapidly removed, and the wound 
closed, first by deep carbolized catgut stitches through the thickness 
of the uterine wall, down to just external to the endometrium. 

The superficial line of incision was then covered over with peri- 
toneum by means of Lembert’s sutures. At the urgent request of 
the patient and patient’s husband, I then sterilized her by removal 
of portions of the Fallopian tubes. A careful peritoneal toilet was 
made, and the abdominal wound closed by about eight to ten through- 
and-through, silkworm-gut stitches. From the time the patient was 
brought into the operating theatre to that when she was placed in 
bed, an hour and a half had elapsed, rather longer than I expected 
to be, but accounted for in great measure by the time taken up in 
closing the unusually long uterine incision. 

The child was living, a female, and weighed 7} pounds. The 
uterus was not brought outside the abdominal wound during the 
operation. The patient’s progress to convalescence was very satis- 
factory. There was some vomiting during the recovery from the 
anesthetic for three hours after, but it soon passed off. A morphine 
suppository, gr. 4, was given for pain at 5 a.m. The catheter was 
passed at 12 noon; after this the urine was passed naturally. On 
the evening of the second day, July 26, a powder containing gr. iil. 
of calomel was given, followed next morning by a seidlitz powder 
and a simple enema, after which the bowels acted well. 

The highest point of temperature was 101°2° F., on July 26, the 
day after the operation; it fell on the 27th to 99°, and never went 
above 100° afterwards, though from August 3 to 7 it reached that 
point, owing to slight suppuration in one or two of the abdominal 
stitches. From August 8 onwards it remained at or below 99°. 
Some of the stitches were removed on August 12, and the rest on 
the 13th. Seven hours after the operation the patient began to 
take 3i. of hot water every hour, and later 3ii. hourly. On the 
morning of the second day milk and lime-water were given, also i. 
of tea and some barley-water. On the fourth day bread-and-butter 
were allowed ; on the fifth day fish and custard; on the sixth day 
chicken. After this she was placed on ordinary diet. 

The patient left the hospital on August 30, 1902, quite well. 

On October 2 I had a report from Dr. Gordon that both mother 
and child were doing splendidly. 

I have ventured to publish briefly the notes of this case as a 
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further contribution of results attained, as they may bear upon the 
question of adopting Cesarean section as an alternative to the destruc- 
tion of a living child. It is the third successful case I have had 
during my connection with the Jessop Hospital, the lives of both 
mother and child being saved in each case. The cases operated 
upon during the past fifteen years by my colleagues have all been 
successful, with one exception. 

To my mind, one has every reason to recommend the operation 
with confidence in all cases where the pelvic measurements are such 
as to render the delivery of a living child improbable. In such cases, 
however, it ought not to be chosen only as a last resource when the 
patient has been exhausted by an already prolonged labour. If the 
difficulties with regard to pelvic measurements have been made out 
beforehand, then the operation ought to be arranged for in the earliest 
stages of labour, and the patient placed in the best possible sur- 
roundings for undergoing it. 

When one bears in mind the splendid results obtained by Pro- 
fessor Sinclair of Manchester, in the series of ten successful cases 
published in the Lancet, January 19, 1901; the successes attending 
the three cases operated upon by Dr. Nathan Raw of Liverpool, in 
one of which he operated twice upon the same patient (JOURNAL OF 
OBSTETRICS AND GYNAECOLOGY, vol. I., p. 523); and that most in- 
teresting case of Dr. Herbert R. Spencer’s, University College, London, 
in which Cesarean section was performed for the third time on the 
same patient (JOURNAL OF OBSTETRICS AND GYNCOLOGY, vol. i.,, 
p- 139), one cannot help feeling that there is a brilliant future for this 
operation. The time must come when one will hesitate to resort to 
the old obstetric operations of craniotomy and cephalotripsy, and 
the dragging of a mutilated foetus through the narrowed openings of 
a deformed pelvis, with the consequent bruising and damaging of the 
surrounding tissues. 

There is at present a divided opinion as to the question of 
‘sterilization.’ 

I quite admit the force contained in the arguments of those who 
point to the successful repetition of the operation, as to its not being 
a necessity, and in the hands of such skilled operators as Sinclair, 
Raw, and Spencer one feels that what has been accomplished in the 
past might reasonably be hoped for in the future; but I think we 
must await further light before we turn a deaf ear to the desire of 
those who, having to face such an ordeal once, have no desire to do 
so again. Had Ia close personal interest in anyone placed in such 
circumstances, I could not bear to think that there was a possibility 
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of the recurrence of such an event in the future. I admit the force of 
Dr. Raw’s remarks as to the case of unmarried females, but I should 
not hesitate a moment in the case of those who are married. If 
they have the luck to be happily mated, their lives are far too 
valuable to the happiness of their husbands to be lightly risked for 
the sake of a possible increase in family, in the face of the risks of 
what must always remain a fairly serious operation. 
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SELECTED REPRINTS AND 
TRANSLATIONS. 


FWO NAEGELE PELVES.* 
By J. H. TARGETT, M.S., 


Assistant Obstetric Surgeon to Guy’s Hospital. 


THE rarity of this form of pelvic contraction is sufficient justification 
for recording all examples of it, although there may be little to add 
to the anatomical descriptions which have already been given so 
fully by Naegele and many subsequent writers. The first specimen 
(Pelvis A) was removed from a woman who died in Guy’s Hospital, 
and some clinical notes of this case have been preserved ; however, 
no exact diagnosis of the kind of pelvic deformity which existed was 
made during life, as the patient was extremely ill from obstructed 
labour and the foetal head was impacted at the outlet. From the 
testimony of friends, it may be concluded that she presented no 
obvious deformity and that her gait was quite normal. 

The second specimen (Pelvis B) has been preserved in Guy’s 
Hospital museum for more than fifty years, but there are no records 
of any kind concerning it. As it is an excellent example of the 
deformity and exhibits some peculiarities, a full description of the 
pelvis has been prepared. It is impossible to estimate the frequency 
of the Naegele pelvis. In the Chrobak Klinik, among 50,000 labours 
the Naegele pelvis was only once found, though contracted pelvis of 
other varieties occurred in 3°8 per cent. of the cases. In 38,000 
labours at the Royal Maternity of London no case of Naegele pelvis 
was discovered. And in the Guy’s Hospital maternity records, 
which have been kept since 1833, there is no mention of any case 
similar to the one related below. 

On the other hand, out of a total of 17,000 labours in various 
American hospitals, Professor Lusk found no less than five cases 
of Naegele pelvis recorded. 

The best collection of cases of difficult labour from this form of 
pelvic contraction has been made by Dr. Tchérépakhine, of Paris, 
in a monograph published in 1893. He records some seventy cases, 
of which fifty-four are accompanied by clinical histories, and from 


* Reprintéd, by permission of the editor, from Guy's Hospital Reports, vol. lv. 
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these figures we may gather some idea of the fearful mortality which 
has attended such labours in the past. It will be admitted that, as 
most of the cases occurred before the days of antiseptic midwifery, a 
similar mortality would not obtain in the future; but the frequency 
of severe complications, such as rupture of the uterus, and the prob- 
ability that the deformity will not be discovered until difficulties have 
arisen, combine to make this variety of pelvic contraction one of 
peculiar interest and importance. 

Of the fifty-four cases above referred to, no less than forty-four 
(80 per cent.) have left their pelves to various museums as the result 
of gestation. Of these forty-four fatal cases, six died undelivered, 
thirteen had rupture of the uterus and vagina and died of hzemor- 
rhage or peritonitis, and the remainder succumbed to puerperal 
septicemia in one form or another. 

The ten women who survived their confinements were delivered 
by version, forceps, or craniotomy, the operations being attended 
with considerable difficulty. The majority of them were multi- 
pare, and had experienced similar difficulties with their previous 
confinements. 

If the results of the previous labours of the whole series of cases 
(fifty-four in number) be tabulated, we have a list of 112 confine- 
ments, and deducting the six cases which died undelivered, as well 
as seven others, of which the records are incomplete, the modes of 
termination of 100 labours (including the case recorded below) may 
be thus stated : 


(a) Labours ending naturally at term ... 15 (7 cases) 
(b) Labour ending naturally, but before term 1 (1 ,, ) 
(c) Labours induced and ending naturally... 7 (3 ) 
(d) Labours induced, but requiring opera- 

tions 
(e) Labours at term ended by forceps 
(f) Labours at term ended by version 
(g) Labours at term requiring perforation, 

craniotomy, etc. 
(h) Labours at term—Cesarean section 
(‘) Labours which presented extreme diffi- 

culty 


It should be noted that with the fifteen labours ending spon- 
taneously at term, only seven women were concerned; for one case 
was delivered naturally five times, another four times, and another 
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twice. Similarly, of the three patients in whom labour was induced 
and ended naturally, one was so delivered five times. The very 
small proportion of cases in which version at term was successful 
is significant, and the explanation is not difficult. In addition to 
the obstruction at the pelvic brim resulting from the ankylosis and 
oblique contraction, the typical Naegele pelvis exhibits a marked 
degree of inversion of the ischial spine and tuberosity on the affected 
side. In consequence the pelvic cavity becomes funnel-shaped, and 
the obstruction is progressively increased in passing from the brim 
to the outlet. Both the specimens here described exhibit a high 
degree of contraction at the pelvic outlet, and owing to the exces- 
sive inversion of the ischial spines the sacrum is entirely prevented 
from taking any share in the formation of the circle which is included 
between these spines and the walls of the pelvis, on a level with the 
apex of the pubic arch. Indeed, the outline of the plane of the 
cavity at this level is in shape like a figure of 8, with unequal 
loops. Of these loops the posterior, which lies between the ischial 
spines and the front of the sacrum, is the smaller, and is much 
flattened from before backwards and obliquely, like the brim; the 
anterior loop, on the other hand, is considerably larger and rounded. 
From these considerations it follows that nothing is gained by podalic 
version, and if the head is already in the pelvic cavity there is the 
additional risk of injury to the uterus from the operation itself. 
Cesarean section at term is now the most suitable method of dealing 
with these cases provided the child is alive, and the patient must be 
sterilized at the same time. But if repeated attempts at delivery 
with forceps have been made, and risks of injury to the mother and 
child have thus been incurred, it will probably be safer to perform 
craniotomy. On a subsequent occasion, when the true characters 
and measurements of the pelvis are known, the choice would lie 
between induction of premature labour and Cesarean section. It is 
particularly important that the distances between the two ischial 
spines, or the tuberosities, should be measured, and this would be 
most satisfactorily done under anesthesia. 

The following are the most important measurements of the pelvis, 
which should be taken on each side and compared: 

1. From one anterior superior iliac spine to the opposite posterior 
superior spine. 

2. From both anterior superior spines to the fifth lumbar spine. 

3. From one posterior superior spine to the opposite tuber ischii. 

4. From one posterior superior spine to the opposite trochanter 
major. 


| 


Targett: Two Naegele Pelves 473 


5. From both posterior superior spines to the fifth lumbar spine. 

6. From the lower edge of the symphysis pubis to both posterior 
superior spines. 

7. From the lower edge of the symphysis pubis to both ischiatic 
spines. 

8. From both ischiatic spines to the nearest point on the edge of 
the sacrum. 

g. From the tip of the sacrum to both tubera ischii. 

10. From the centre of the promontory of the sacrum to both 
ilio-pectineal eminences (sacro-cotyloid diameter). 

In addition to these, the majority of which are peculiar to the 
Negele pelvis, there are the usual external measurements — the 
interspinous, the intercristal, and the external conjugate—and the 
various diameters of the pelvic brim, cavity, and outlet. The 
importance of the interischial and transverse diameter of the outlet 
has been already mentioned. , 


PELvis A. 


From a case of difficult labour due to an obliquely contracted 
(Naegele) pelvis. Delivery by cephalotripsy after repeated appli- 
cations of the forceps. Death from acute septicemia and peritonitis, 
due to rupture of the uterus. 


Clinical History. 


Charlotte F., aged twenty-four, primipara, was admitted to 
Guy’s Hospital on Tuesday, February 14, 1899. Labour began on 
Saturday, February 11, and continued until Monday, February 13, 
at 6 p.m., when forceps was tried, but unsuccessfully. At g p.m. 
the same evening an anesthetic was given and forceps was again 
applied. After repeated attempts at extraction it was decided to 
recommend the removal of the patient to Guy’s Hospital ; but the 
friends were at first unwilling, and it was not until Tuesday, 
February 14, at 6 p.m., that the patient was admitted. She had 
then been in labour some eighty-four hours. 

On Admission.—The patient was very drowsy, with eyes sunken 
and pupils contracted as though under the influence of opium. 
Yemperature 986°, pulse 140-150, small and running. She was 
evidently in a state of profound septicemia. The abdomen was 
extremely tender to touch, and the uterus was closely contracted 
round the child, though no retraction ring was visible. The uterus 
felt hard, but varied in that respect, and was not, therefore, in a 
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condition of absolute tonic contraction. The foetal heart could not 
be heard, and owing to the extreme tenderness no further abdominal 
examination was made. By the vagina, a vertex presentation was. 
felt, covered with a large caput, which was only 1} inches from the 
vulva. There was not much cedema of the vulva, but numerous 
lacerations could be felt in the walls of the vagina. The patient 
was immediately anesthetized, the external parts were shaved and 
thoroughly cleaned, and then craniotomy was performed in the 
dorsal position without making any trial of forceps. The site of 
perforation was afterwards found to be just behind the right parietal 
eminence, so that the presentation had been left occipito-anterior. 
The brain matter which escaped had a distinctly foul odour. The 
cephalotribe was applied in the transverse diameter of the pelvis, 
and the grip obtained was so good that it was unnecessary to change 
the position of the instrument. The head was slowly delivered in 
the antero-posterior diameter after a good deal of traction, the 
difficulty being attributed chiefly to the undilated condition of the 
soft parts and perineum, as the peculiar nature of the pelvic con- 
traction was not suspected. The posterior arm was then withdrawn, 
and the rest of the body: followed without much difficulty. The 
perineum, however, was ruptured for about an inch, and required 
three sutures for its repair. During this operation an injection of 
strychnine and atropine was given, and after the patient had been 
returned to bed a coffee enema was administered. At 11 p.m. the 
pupils were still contracted, the face was suffused, the lips were livid, 
and the breathing was extremely rapid and shallow. Respiration 
50-60, pulse 170,.temperature g9°6°. The abdomen was flatulent 
and distended, but less tender, and there was no sickness. As the 
condition clearly indicated acute septicemia of the worst type,. 
20 c.c. of antistreptococcic serum were injected into the loin. 

February 15: In the early morning sickniss began and con- 
tinued for several hours. The pulse and respiration were still very 
rapid, but the temperature was only 98°. 10.30 a.m.: the bowels 
acted freely, but the abdomen had become more distended Pulse 
160, respiration 52, temperature gg°. A little later the pulse was 
uncountable, the breathing more rapid, and the abdomen very 
tender. Death occurred at 4 p.m., or twenty-two hours after 
admission, from acute septicemia and peritonitis. 

The autopsy revealed a rupture of the lower segment of the 
uterus extending into the vagina, and opening the peritoneum in 
Douglas’s pouch. 

The previous history of the patient was to the effect that she was 
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in excellent health up till the time of her confinement, that she had 
never been seriously ill, and that no limp, or lameness, or curvature 
of the spine had been noticed by her friends. She was a strong, 
active young woman, and a good walker. 

The general characters of the dried pelvis are exhibited in the 
photographs (Figs. 1 and 2). There is a deficiency in the develop- 
ment of the right ala of the sacrum, and of the adjoining part of the 
right ilium, and the right sacro-iliac joint is partially ankylosed. 
The right iliac fossa is smaller and much less concave than the left. 
The epiphyses for the iliac crests are not yet united. In other 
respects the right os innominatum is as well developed as the left. 

Sacrum.—The base of this bone shows a congenital abnormality 
in its formation, which is quite distinct from the ill-development of 
the right ala. This abnormality consists in the production of two 
long costal processes for the first sacral vertebra, which are quite 
separate from the alz. In fact, the first sacral vertebra very closely 
resembles the last lumbar; it has a long, narrow spinous process ; 
the lamine are distinct, and not ossified to the succeeding lamine ; 
the superior and inferior articular processes are well formed, and the 
costal processes are in a line with those of the last lumbar vertebra. 
That it is not an additional (sixth) lumbar is proved by its ankylosis 
to the remainder of the sacrum, which is composed of only four 
vertebre, and by the position of the first sacral foramina which run 
between the ale and the above-mentioned costal processes. These 
foramina are very small and slit-like both in front and behind, as 
though compressed from above downwards. The body of the first 
sacral is much less deep than usual, and the position of the first 
intervertebral ridge is obscured by an irregular ossific deposit upon 
the anterior aspect of the sacrum. But the interval between the first 
and second centra can be recognised posteriorly, and the depth of 
the first vertebra behind is found to be under 2 cm. 

Before leaving the first sacral costal processes, it should be 
noted that the right one is somewhat longer than the left, and is 
directed more strongly backwards in consequence of the increased 
traction on the right posterior sacro-iliac ligaments, many bundles 
of which are inserted into it. The extremity of the right costal 
process is in close contact with the ilium, but does not articulate 
with it ; on the left side, owing to the greater width of the ala, the 
end of the costal process is some distance from the ilium. 

From the foregoing description of the first sacral costal pro- 
cesses, it will be understood that they do not enter into the formation 
of the ale, and that the promontory is therefore elevated above the 
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1.—PELVIS A. 


The pelvis (including the last lumbar vertebra) is viewed from above at right angles to 
the plane of the brim. The obliquely oval outline of the brim can be traced, and 
the figure-of-8 contraction of the cavity is well seen. Note the different directions 
of the posterior sacro-iliac ligaments as mentioned in the text. 


Fic. 2.—PELVIS A. 


The separate spine and arch of the first sacral vertebra are seen below the last lumbar. 
The first posterior sacral foramina are too small to be recognised. Note the 
diminution in width of the right half of the sacrum. 
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base of the sacrum, or, more accurately, above the plane of the 
pelvic brim, by the depth of the first sacral vertebra, which is 
roughly 1°5 cm. 

The ale are formed chiefly from the costal processes of the 
second sacral vertebra, and the succeeding vertebre have a normal 
arrangement. The right ala is considerably smaller in all directions 
than its fellow. From the median line of the sacrum to the sacro-iliac 
joint is 3 cm. on the right side, and 5 cm. on the left. Measure- 
ments of the ale from before backwards and from above downwards 
also show differences in favour of the left side. There is an irregular 
ossific deposit on the front of the sacrum which affects the anterior 
surfaces of the first four bodies. It is, however, limited to the bodies, 
and does not extend beyond the line of the sacral foramina. This 
limitation is of importance, for it excludes the possibility of attribut- 
ing the ankylosis of the right sacro-iliac joint to any inflammatory 
lesion in the articulation. The bony surfaces in the vicinity of both 
joints are quite smooth, and free from any indication of disease. 
The cause of the ossific deposit on the bodies is not obvious. The 
character of the new bone indicates an osteoplastic process from 
periosteal irritation without evidence of caries or necrosis. There is 
no similar change on the posterior aspect of the sacrum, nor, indeed, 
in any other part of the pelvis. The most striking features on the 
back of the sacrum are the presence of a separate and well-developed 
first sacral spinous process, and the diminished width of the right 
half of the bone. From the median line behind to the level of the 
sacro-iliac joints is 3 cm. on the right side, and 4°5 cm. on the left. 
The outlines of the inferior articular processes of the first vertebra are 
very distinct, but they are completely ankylosed to the superior pro- 
cesses of the second vertebra. 

Ossa Innominata.—The right hip-bone differs from the left chiefly 
in the smaller size of its iliac portion and the diminished curvature 
of the whole bone, especially along the ilio-pectineal line. The right 
iliac fossa is much less concave than the left, and measures 
10°5 cm. by 85 cm., as against 12 cm. by 9 cm. on the oppo- 
site side. The posterior extremity of the right ilium, where it 
enters into the sacro-iliac joint, is somewhat smaller than its 
fellow, but the difference is not great. In this respect the speci- 
men now under consideration is in marked contrast with pelvis B, 
in which the corresponding part of the ilium is very ill-developed. 
The remaining parts of the right os innominatum show no de- 
ficiencies in development, and except for alterations in curvature and 
direction, the bones are alike on both sides. 
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Sacro-iliac Joints—There is complete bony ankylosis of the right 
joint along its anterior inferior and posterior aspects, and though the 
line of the articulation can be traced without much difficulty, yet the 
articulating edges are so completely welded as to form a perfectly 
smooth surface. On the superior aspect of the right joint, along the 
base of the sacrum, the line of the articulation is quite distinct, and 
the edges of the bones, though in very close apposition, are not anky- 
losed. In the recent state no movement could be obtained between 
the ilium and sacrum on the right side. On tracing the outline 
of the right joint, it will be seen that the ala exhibits above a very 
pronounced ‘bite’ or triangular projection, which is firmly wedged 
into a corresponding depression in the ilium. The situation of this 
‘bite’ probably marks the ridge between the articular and non- 
articular surfaces of the right ala, but it is impossible to make sure 
of this without damaging the specimen. The lower limit of the 
right joint is nearly on a level with the left, but owing to the atrophy 
of the right posterior inferior iliac spine, and the increase in height 
of the great sacro-sciatic notch, the area of the right articulation 
seems much smaller than it is in reality. The circumferences of the 
two joints, when carefully traced with a tape measure, showed a 
difference of little more than one centimetre in favour of the left side. 
At the back of the right joint it will be noticed that the fibres of the 
posterior sacro-iliac ligament run almost directly backwards and a 
little upwards, while on the opposite side they run outwards and 
backwards. If the lines of these bands be prolonged forwards, they 
will meet in front of the sacrum, almost at a right angle. More 
striking still is the altered relation of these ligaments to the sacro- 
cotyloid beam, or that thickened portion of the os innominatum 
which extends from the synchondrosis to the summit of the acetabu- 
lum. On the right side the angle formed between a line through 
the posterior sacro-iliac ligaments and the long axis of the adjacent 
sacro-cotyloid beam is 30°; on the opposite it measures 75°5°. The 
mechanical advantage thus gained on the left side goes far to explain 
the greatly increased curvature of the left side of the pelvic brim, 
and its diminution or flattening on the ankylosed side. Moreover, 
the right ala has sunk somewhat forwards into the pelvis, so that 
there is a backward projection of the right ilium behind the limit of 
the synchondrosis, amounting to at least 1 cm. in excess of that on 
the opposite side. 

The condition of the sacro-sciatic notches will next engage 
attention. The right notch differs from the left in width and in the 
level of its summit, but the actual depth of the notch is the same on 
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both sides. The width of the right notch is 4°5 cm., and of 
the left 6 cm.; while the summit of the right notch is about 1 cm. 
higher than the left—a difference which corresponds very closely 
with the increased backward and upward displacement of the 
right hip-bone, as described above. But not only is the right notch 
narrower than its fellow: there is also a marked inward displacement 
of the right ischium and its spine, whereby the sharp anterior edge of 
the right notch is carried inside the plane of the right margin of the 
sacrum. The corresponding edge of the left notch is in consequence 
thrust outwards, and if the distance of this edge from the median 
plane of the sacrum be taken, it will be found that this distance 
measures only 3 cm. on the right side, and 6°5 cm. on 
the left. This inward thrust of the ischium and_its spine on the 
ankylosed side is of very great importance, because it leads to a 
peculiar figure-of-8 contraction of the plane of the pelvic cavity at 
that level which practically corresponds with the plane of the outlet. 
The measurements of this pelvis are as follows: 


. Anterior interspinous diameter 
. Intercristal 
. External conjugate ... 
. True conjugate 
. Diagonal conjugate ... 
. Posterior interspinous 
. From right A.S.S. to left P.S.S. 
From left A.S.S. to right P.S.S. 
. From right P.S.S. to left tuber ischii 
From left P.S.S. to right tuber ischii 
. From right A.S.S. to 5th lumbar spine 
From left A.S.S. to 5th lumbar spine 
. From right P.S.S. to lower border of sepueatintl. 
From left P.S.S. to lower border of symphysis 
. From right P.S.S to posterior median line of 
sacrum ‘ 
sacrum 
. From right — spine to ce Pr’ sacrum 
(nearest point) ete 
From left ischiatic spine to edge is sacrum xine 
point) 
. From right tuber ischii to Gi of sacrum ... 
From left tuber ischii to tip of sacrum 


Cm. 
I 22°5 
2 24°5 
3 18°0 
4 9°5 
5 
6 0°5 
7 19°0 
21°5 
8 180. 
14°0 
17°5 
1 18°0 
16°0 
I 
30 
1 
4°0 
6°0 
T 
10°0 
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14. From centre of sacral promontory to right ilio- 
pectineal eminence 
From centre of sacral en to left iia. 
pectineal eminence ‘ 
. From promontory to right (ankslose sacro- iia 
joint 
From promontory to ‘left sacro- sine joint .. ks 
The antero-posterior diameter of the anu pro- 
montory passes through the right body of the 
pubes 2°5 cm. to the right of the sym- 
physis 
. Transverse diameter 
. Right oblique diameter of brim 
Left oblique diameter of brim 
Antero-posterior diameter of outlet 
Transverse diameter of outlet 
Between spines of ischia is ‘ 
. From lower edge of symphysis to 
spine 
From lower edge of sy — to left er spine 


PELvis B. 


The general characters of this pelvis are well shown in the 
accompanying photographs (Figs. 3 and 4). There is complete 
osseous ankylosis of the right sacro-iliac articulation, and marked 
deficiency in the development of the right ala of the sacrum and the 
right illum. There is no evidence of arrested growth in any part of 
the ischium, pubes or acetabulum, and except for such changes as 
result from alterations in the lines of pressure there is nothing 
abnormal in these parts. 

The Sacrum.—The right ala of the sacrum is much smaller than 
the left, and its width is especially deficient. From the centre of 
the promontory to the sacro-iliac joint is 4 cm. on the right side, and 
6°5 on the left. The direction of the right ala is also much more 
horizontally outwards than the left. The first right anterior and 
posterior sacral foramina are somewhat smaller than those on the 
opposite side, but the remaining foramina in front and behind are 
not affected. Though the right sacro-iliac joint is completely anky- 
losed, the line of the articulation is clearly indicated by a bony ridge, 
which shows that the costal processes of the first two sacral verte- 
bre have entered into the formation of the right joint, while on the 
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FIG. 3.—PELVIS B, 


The inversion of the right ischial spine and the narrowness of the right sacro-sciatic 
notch are easily recognised. Note the difference in shape and elevation of the right 
ilium, and the flattening of the ilio-pectineal line on that side. The epiphyses for 
the iliac crests have become detached, 


Fic. 4.—PELVIs B. 


Note the absence of the tuberosity of the ilium. The prominent end of the crest is not 
the posterior superior spine ; its site is just above the level of the second sacral 
foramina. The straightness and upward displacement of the right ilium are well 
shown. 
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left side a part of the third vertebra contributes to the articulation. 
Viewed from the front there is a very striking difference in the depth 
of the sacral alz, the right being much smaller than its fellow; but 
on closer inspection it is seen that this difference is due largely to 
deficiency in the development of the right ilium associated with 
increased depth of the right sacro-sciatic notch. The circumference 
of the right ala passing through the summit of the notch is 15 cm. ; on 
the left side it measures 19 cm. There are no important changes on 
the posterior aspect of the sacrum except such as relate to the right 
sacro-iliac joint, which will be described with the ilium. The coccyx 
also is normal. 

The Right Ilium.—As already stated, the deficiencies in the 
development of that part of the ilium which enters into the formation 
of the right sacro-iliac joint constitute the most striking feature in 
the specimen. The epiphysis for the crest of the ilium is wanting 
on both sides, which probably indicates that the patient was about 
twenty years of age. On the right side, that rough portion of the 
iliac crest which constitutes the tuberosity of the ilium is wanting, 
and the posterior extremity of the crest ends prominently about 
} inch above the level of the sacro-iliac joint. Hence there is a 
considerable difference in the lengths of the two iliac crests: the left 
crest is 24 cm. in length, while the right one only measures 16 cm. 
But this prominent termination of the right crest cannot be regarded 
as the true posterior superior iliac spine, for there is a minute repre- 
sentative of this spine on a level with that of the opposite side. 
Hence the piece that is wanting includes the greater part of that 
thickened posterior extremity of the ilium which is marked off by the 
superior gluteal ridge, and gives attachments to the gluteus maximus 
externally, and to the posterior sacro-iliac and ilio-lumbar ligaments 
internally. Both posterior inferior iliac spines are on the same level 
—about the upper border of the third costal processes of the sacrum. 
In consequence of the above-mentioned deficiency in the right bone, 
there is a very marked difference in the width or antero-posterior 
measurements of the two iliac bones. Thus, the left ilium measures 
14°5 cm. horizontally backwards from its anterior inferior spine to 
the edge of its tuberosity a little above the posterior superior spine, 
while a line drawn similarly on the right side only measures II cm. 
There is also much diminution in the width of the great sacro-sciatic 
notch on the right side as compared with the left. Thus, the greatest 
width of the latter is 5 cm., but the right notch is only 3°5 cm., and 
would probably be less but for the inward displacement of the right 
ischiatic spine, which has carried the anterior edge of the notch with 
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it. The degree of this inward displacement of the spine of the right 
ischium and anterior edge of the great sacro-sciatic notch is very 
considerable, but can hardly be expressed in figures. From the 
anterior median line of the sacrum opposite the centre of the third 
body horizontally outwards to the anterior edge of each notch 
measures 4 cm. on the right side and 8 cm. on the left. When 
viewed from the front, the tip of the right ischiatic spine is in the 
same plane as the row of right sacral foramina, while the left ischiatic 
spine is at least 3 cm. outside the plane of the left sacral foramina. 
The first sacral foramina both in front and behind on the right side 
are somewhat smaller than their fellows, but there are no differences 
in the succeeding foramina from those of the opposite side. The 
apex of the great sacro-sciatic notch on the right side is on a level 
with the middle of the body of the second sacral vertebra, but on 
the left side it is fally 2 cm. lower—in fact, not much above the 
middle of the third body. In spite of this difference in level, the 
actual length of the great sacro-sciatic notch, as measured from its 
apex to the tip of the ischiatic spine, is practically the same on both 
sides. Hence the elevation of the right notch corresponds with the 
upward displacement of the whole right os innominatum, and may 
be taken as the index of that upward displacement. Hence, as both 
os innominata are of the same length, the right iliac crest is 2 cm. 
higher than the left, and the same holds good for the levels of the 
tuber ischii of each side. | 
On looking at the pelvis as a whole, the altered shape of the 
pelvic brim is well seen. The superior edge of the sacrum or pro- 
montory is very high, being fully 2 cm. above the plane of the brim. 
Tracing the pelvic brim round from the front of the first sacral 
vertebra, the line passes first horizontally outwards to the right. 
Immediately beyond the first sacral foramen the line turns sharply 
. forwards, almost at right angles to the anterior surface of the sacrum, 
and is continued on to the symphysis pubis as the ilio-pectineal line. 
From the ridge which marks the ankylosed sacro-iliac joint to a 
point corresponding with the right ilio-pectineal eminence this line 
runs very nearly straight forwards, but beyond this point it has a 
slight gentle curve up to the symphysis. On tracing the left side of 
the pelvic brim, we note that the line makes a very large curve from 
the front of the sacrum along its left ala and the left ilio-pectineal 
line as far as the corresponding ilio-pectineal eminence; thence 
onwards to the symphysis pubis the curvature of the outline is much 
diminished. If the plane of the pelvic brim be divided into two 
chords by a line from the centre of the promontory to the symphysis 
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pubis, the height of the right chord (ankylosed side) is 4°5 cm., but 
that of the left chord is 7 cm. The convexity of the right chord is 
16 cm., and of the left 20 cm. 

Besides the obliquity of the pelvic brim, the backward displace- 
ment of the right illum must be noted. This may be expressed in 
figures by marking the levels of the anterior inferior iliac spines upon 
the antero-posterior diameter of the pelvic brim. A line drawn from 
the front of the right spine at right angles to this diameter is found 
to be 4 cm. behind the line similarly drawn on the left side. The 
whole of the right os innominatum is displaced backwards and 
upwards in relation to the opposite bone, its iliac fossa is smaller and 
less concave, and the long axis of the bone from the highest part of 
the crest to the tuber ischii is straighter than its fellow. Passing 
through the pelvic cavity to the outlet, there is a progressive diminu- 
tion in width which renders the cavity funnel-shaped, as well as a 
very marked inversion of the right ischium, and especially of its 
spine, whereby the cavity near the plane of the outlet is greatly con- 
stricted. The interval between the tips of the ischial spines is only 
65 cm., and the inward projection of these spines is such that the 
sacrum is quite outside the circle formed by the plane of the pelvic 
cavity at that level. The diameter of this circle is about 8 cm., or 
just over 3 inches, and this represents the available space for the 
passage of the foetal head. 

This approximation of the ischial spines is of the greatest impor- 
tance from an obstetric point of view, and although it may not be 
measurable clinically, yet in high degrees of deformity, as in this 
pelvis, the inversion of these ischial spines would be easily recognised 
on vaginal or rectal examination. 

The following are measurements of the pelvis as a whole: 


Cm. 


1. Interspinous diameter 21°5 (8$ in.). 
2. Intercristal diameter 24°O (Qf ,, ) 
3. External conjugate diameter... 16°5 (63 ,,) 
4. True conjugate diameter ... (44 ,,) 
5. Diagonal conjugate diameter... 
6. From right A.S.S. to left P.S.S. ... «— ago 

From left A.S.S. to right P.S.S. i. oO 


Owing to the deficiency at the back of 
the right ilium, the termination of 
this diameter on the right side cannot 
be accurately fixed; hence this mea- 

surement loses much of its value. 
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7. From right A.I.S. to middle of sacral pro- 
montory ... = g'0 
From left A.I.S. to —s of ei pro- 
montory ... we = 
8. From right P.S.S. to left = 16°0 
From left P.S.S. to right tuber ischii ...=1+4'0 
g. From right P.S.S. to posterior median 
line of sacrum... 2°5 
From left P.S.S. to line 
of sacrum ... 4°5 
to. From right spine to 
sacrum (nearest point) ... 
From left ischiatic spine to edge of sacrum 
11. From right tuber ischii to tip via sacrum...= 7°0 
From left tuber ischii to tip of sacrum ...= 9*0 — 
12. From centre of sacral promontory to 
right ilio-pectineal eminence ... = 7°5 
From centre of sacral promontory to left 
ilio-pectineal eminence ... 
13. From centre of sacral promontory to right 
(ankylosed) sacro-iliac joint... 
From centre of sacral promontory to left 
sacro-iliac joint ... = 
14. The antero-posterior diameter of the oe 
promontory passes through the right 
body of the pubes 2°5 cm. to right of the 
symphysis. 
15. The right sacro-cotyloid diameter ..% $0 
The left sacro-cotyloid diameter 
16. Right oblique diameter of brim ... w+. 12S 
Left oblique diameter of brim... +. 
17. The transverse diameter of brim... 
18. The antero-posterior diameter of outlet ... = 11°o 
The transverse diameter of outlet am SO 
Between the spines of the ischia ... mm 6s 
19. From the lower edge of the symphysis to 


both ischiatic spines and to both pos- 
terior-superior iliac spines are practically 
the same on the two sides, the difference 
in favour of the right side not exceeding 


inch, 
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REVIEW OF CURRENT LITERATURE 


OBSTETRICS. 


A Case of Czsarean Section, with Remarks on Similar Opera- 
tions done in Finland (HEINnRIcIUS: Archiv fiir Gyn., 1902, Bd. Ixvii., 
Ht. 1, p. 93).—The patient in this case had an obstetric history of 
rare interest. First confined in the year 1889, she was delivered of 
a dead child with forceps. In 1890 craniotomy followed futile 
attempts to deliver with forceps. In 1891 the induction of prema- 
ture labour by bougie was followed by the spontaneous birth of a 
dead child. In 1893 a child which lived two and a half years was 
born spontaneously, after the induction of labour by Tarnier’s intra- 
uterine dilator. During the fifth pregnancy labour was again 
induced (1895), and a dead child was delivered by turning. The 
sixth pregnancy ended in perforation of the after-coming head, com- 
plicated by a rupture of the uterus, through which a hand could be 
passed into the abdominal cavity. This was plugged with iodoform 
gauze, and the patient recovered (1896). At the end of the seventh 
pregnancy (1897) symphysiotomy was performed, and with forceps an 
asphyxiated child was delivered, which was resuscitated by artificial 
respiration. The right labium majus was torn, the wound communi- 
cating with the space behind the symphysis. An attack of cystitis and 
pyelitis followed. The eighth pregnancy ended in 1899, labour being 
induced. The child was born asphyxiated, and cerebral hemorrhage 
was found at the autopsy. The ninth pregnancy ended in 1go1, 
Cesarean section being performed without any difficulty. The 
child, unfortunately, was the subject of a malformation of the brain, 
which rendered extra-uterine life impossible. The mother made a 
perfect recovery. She is, the writer believes, quite unique in her 
obstetric record. Thirty-two years of age at the present time, she 
is a healthy woman, upon whom all recognised operations for con- 
tracted pelvis have been performed—thus, forceps once, craniotomy 
twice (after-coming head once), induction of premature labour four 
times (turning once), symphysiotomy once, and Cesarean section 
once. Amongst the complications she has experienced were com- 
plete rupture of the uterus, almost fatal post-partum hemorrhage, 
and septicemia from infection through the urinary organs. 

The first Casarean section in Finland was done by a country 
doctor in the year 1775, and the writer has unearthed an interesting 
description of the case. Schiitzer operated in Sweden in 1758, 
Ortmann in Denmark in 1753, and Baker in Norway in 1843. 
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Since the year 1833 Czsarean section has been done only four 
times in Helsingfors, pelvic contractions being very rare in Scandi- 
navia. Engstrém operated with success in 1888, and the writer 
performed the Porro operation in 18go. W. E. F. 

Two Cases of Vaginal Czsarean Section for Eclampsia 
(JAHREISS: Cent. fiir Gynak., No. 35, 1902).—The writer remarks that 
in cases of eclampsia where labour has started, two methods of treat- 
ment present themselves : (1) Dilatation of the os uteri; (2) Caesarean 
section. It cannot be doubted that dilatation has an unfavourable 
influence on the eclamptic condition. If the patient is in hospital, 
or can easily be brought thither, then Czesarean section is the most 
expeditious way of lessening the danger to life by obviating the risk 
of further fits. The writer proceeds to give an account of two cases 
in which he performed this operation. 

Case 1.—The patient was a single woman; strong; I-para. The 
last menstrual period occurred in March, 1g01. Eclampsia set in on - 
October 22, 1901. The next day the os was found to be closed, the 
child living, and presenting by the vertex. Morphia was injected, 
and an elastic bougie inserted. By October 24 the woman had had 
twenty-four fits, and she was then comatose and cyanotic. Both legs 
were very oedematous, as were also the face and hands. The pupils 
were small, the pulse full and hard, 120 beats to the minute. The 
urine was laden with albumen. The child was in the first vertex 
position, living; its heart sounds were 150 to the minute. The os 
uteri admitted a finger. The membranes were ruptured. On 
October 24 vaginal Cesarean section was performed; extraction 
was carried out by turning after expulsion of the placenta; a 
tampon of iodoform gauze was placed in the uterus; the latter was 
then sutured. The child lived. After the operation the fits ceased. 
The day following operation the woman was still unconscious, and 
passed urine and feces under her; on the second day she was 
restless and had to be kept in bed by force. Consciousness returned 
on the fourth day. The subsequent progress was normal. In eight 
days the albuminuria disappeared. She was discharged on the four- 
teenth day. 

Case 2 (June 8, 1902).— The woman was a g-para. She fell 
down unconscious, and by the time the doctor arrived she had had 
nine fits, and unconsciousness had persisted since the first convulsion. 
She was given a hot bath, and transierred to hospital. On admission 
the patient was comatose ; there was cedema of both legs. The pulse 
was small and frequent. The os uteri admitted one finger. The 
membranes were intact. The head was at the brim. Urine coagu- 
lated on boiling, and Cesarean section per vaginam was carried out, 
followed by turning, extraction, removal of the placenta, and suture. 
The woman died without regaining consciousness nine hours after 
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operation. The child was decomposed at the time of birth, but no 
favourable effect of the death of the foetus on the course of the 
eclampsia was demonstrated in this case. 

Carcinoma of the Uterus and Pregnancy (GLOCKNER: Cent. 
fiir Gyndk., No. 39, 1902).—At the Obstetrical Society of Leipzig in 
June last Glockner published the results of his operations on cases 
of pregnancy complicated by carcinoma of the cervix uteri in the 
University clinic for the period April, 1887, to July, 1901. His series 
comprises seventeen cases. These were obtained from 26,000 births 
and abortions, so that there was about one case of cancer to 1,500 
births and abortions, giving a percentage of 0°07. The above seven- 
teen cases formed 1°74 per cent. of all the cases of carcinoma uteri 
admitted during the same period ; 5°4 per cent. of all cases of oper- 
able carcinoma were associated with pregnancy. 

The majority of these seventeen cases concerned patients between 
thirty and thirty-five years of age. In all cases the origin of the 
disease was the cervix uteri, the ‘portio carcinomata’ preponderating, 
being as compared with the ‘ cervix carcinomata’ in the frequency 
ratio of 11:2. In seven cases the later months of pregnancy had 
been reached. The earliest came under observation at the third 
month of gestation. Spontaneous abortion occurred in two, and 
spontaneous birth of a mature foetus in three cases. Of nine viable 
foetuses, six were born alive (two by Cesarean section), three were 
born dead (one by spontaneous birth). 

In all operable cases total extirpation of the uterus was carried 
out; removal of the gravid uterus was performed in seven cases, and 
of the puerperal uterus in seven cases. In three of the latter cases 
extirpation followed Cesarean section. Porro-Czsarean section 
was adopted in three advanced cases. The gravid uterus was re- 
moved twice per vaginam, four times by the combined method, once 
per abdomen. The puerperal uterus was extirpated, five times by the 
vaginal route, twice by the combined method. The mortality in 
the operable cases was 14°3 per cent. All inoperable cases died 
of peritonitis. All operations were followed by high fever. Five 
of the cases operated upon died of recurrence. 

The average duration of life in fatal recurrent cases was 13°8 
months from the date of operation. With one exception, in the 
recurrent cases, the growth reappeared within six months of the 
date of operation. Glockner states that the prognosis, as regards 
final results, is worse in cervix cancer complicating pregnancy than 
when gestation is absent, because —(1) the patients are young; 
(2) cervix carcinomata are more fatal than corpus carcinomata. 
Nevertheless, the prognosis in cases of cancer of the gravid 
uterus is better than in cancer of most other organs, and the French 
view that the prognosis in such cases is absolutely without 


3 


Current Literature: Obstetrics 489 


hope is quite wrong. As regards the method of operating, the 
vaginal route. is the best whenever practicable—z.e., if the cervix 
is not too much destroyed and the parametrium is not infiltrated. 
From the fifth month onwards extirpation should be preceded by 
removal of the foetus. The abdominal route, by enabling Cesarean 
section to be carried out, gives a better prognosis for the child, and 
has also the advantage of enabling the parametrium and the regional 
glands to be dealt with according to the method advanced by 
Wertheim. In inoperable cases alone does the life of the child call 
for first consideration ; here we should give the child every chance 
by waiting until it is viable, and by adopting the most rapid means 
for its delivery—i.e., Caesarean section. Subsequent supravaginal 
amputation of the uterus will then probably give the mother a better 
temporary prognosis than leaving the corpus uteri im situ. C.L. 
Vaginal Hysterectomy for Cancer in the Sixth Month 
of Pregnancy (SCHROEDER: Cent. fiir Gynak., No. 40, 1902).— ° 
This operation for cancer during the second half of pregnancy is 
unusual. The patient was aged thirty, had had three full-time 
children, and had twice aborted—the last time a year and a half 
before the above operation was performed. In November, 1901, a 
continual blood-stained discharge appeared. On May 14, 1902, 
Schroeder found the uterus corresponded in size to the sixth month 
of pregnancy. The anterior lip of the cervix presented an ulcer the 
size of half a crown; it had raised edges and was confined to the 
cervix. This ulcer proved to be epitheliomatous on microscopical 
examination, and operation was decided upon. The ulcer was first 
treated by Paquelin’s cautery. The portio was then freed, the vagina 
and bladder separated, the anterior and posterior peritoneal folds 
were opened, and the bases of the broad ligaments divided after 
ligature; then followed splitting of the anterior walls of the uterus, 
which bled freely. The foetus was then quickly extracted by version. 
The uterus with its contained placenta was easily turned out through 
the anterior peritoneal opening, and the broad ligaments ligatured 
and divided from above. The adnexa were not removed, being 
healthy. The opening in the peritoneum was sewn up by catgut 
sutures. The operation took forty-seven minutes. The uterus and 
placenta measured 16 cm. in length. The foetus measured 31 cm. 
The child was dead when delivered, and this, the writer says, was 
due to early ligature of the uterine arteries. So that, in cases 
where it is desirable to obtain a living child, this should not be 
done, but the delivery carried out before the ligation of the para- 
metric tissues. Cc. 
Pregnancy in the Stump of a Fallopian Tube (H. CritcHLEy 
HINDER: Australasian Medical Gazette, August 20, 1902).—The 
patient from whom this specimen was taken was twenty-eight years 
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old. She has been married nine years. There were two children, 
one seven years of age, and the other, who died four months ago, 
would have been nineteen months old if it had lived. Three years 
ago the patient underwent operation for a ruptured right tubal 
pregnancy. At that time her medical attendant, Dr. Wood, tells 
me she was not desperately ill, and she made a good recovery after 
the removal of the tube. She menstruated last on January 22. On 
May 3 she threw some food to the fowls, and was immediately seized 
with severe abdominal pain. Dr. Wood saw her about three hours 
afterwards, and he was then of opinion that she would not survive 
the removal to hospital, about a mile distant. 

When her abdomen was opened, five hours after the onset of the 
illness, her pulse was barely perceptible. The abdominal cavity was 
full of blood-clot, and blood was trickling from a rupture in a globu- 
lar, dark-blue swelling projecting from the right cornu of the uterus. 

The left tube and ovary were intact and normal. Whether it 
was a case of deciduoma malignum, or a ruptured pregnancy which 
had taken place in the stump of the tube, I could not say; at all 
events, there appeared to be nothing for it but to remove the whole 
uterus, which I did at once, securing the uterine artery on the bleed- 
ing side without delay. 

The patient did not lose more than 3 drachms of blood during 
the operation, and saline solution to the extent of 3 pints, distributed 
over the next three hours, together with hypodermics of strychnine, 
soon placed her out of danger from hemorrhage and shock. 

I feel bound to add that her recovery was largely due to the care 
she received from Dr. Wood, who was responsible for her after-treat- 
ment. Iam indebted to Mr. Humphrey for the photograph of the 
specimen, which Professor Welsh has placed in the University 
Museum. 

[It is to be regretted that a fuller account of this remarkable case 
has not been given; we have reproduced Dr. Critchley Hinder’s 
report verbatim.—ED.] 

The Medical Indications for the Induction of Labour (Pinarp: 
Annales de Gynéc. et d’Obstét., September, 1902, p. 1902).—-This com- 
munication was made to the International Congress at Rome, 1902, 
and contains an interesting survey of the whole subject. Pinard 
refers briefly to the definition of the term ‘ induction of labour,’ and 
gives a good historical résumé of the procedure in France. 

The question of the induction of abortion is not considered, 
neither is the subject of contracted pelvis, the author limiting the 
discussion to the diseases which justify us in interfering with preg- 
nancy during its later months, and where it is our endeavour to save 
both mother and child; in fact, he would define the operation itself 
as a conservative one. 
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The author formulates the general proposition that ‘one ought 
to stop a pregnancy when a disease produced by, or aggravated by, 
pregnancy menaces the life of the woman herself.’ 

Pinard would classify the diseases justifying the induction of 
labour thus: 

A. DISEASES DEPENDING DIRECTLY ON THE PREGNANCY.— 
(1) Uterine hemorrhages; (2) hydramnios; (3) molar pregnancy ; 
(4) toxeemias of pregnancy, uncontrollable vomiting; (5) albu- 
minuria ; (6) eclampsia, etc. 

B. CuRoNIc DISEASES AGGRAVATED BY THE PREGNANCY.— 
(1) Diseases of the circulatory system; (2) diseases of the urinary 
system ; (3) diseases of the respiratory system. 

A. Diseases depending directly on the Pregnancy —1. Uterine Hemor- 
rhages.—These may become serious either on account.of their amount 
or their persistence. Pinard thinks that a single loss, even large, is no- 
direct indication, and that blanching and syncopal tendencies, even © 
to an alarming amount, only urgently necessitate operative inter- 
ference when, together with this, the pulse rate is permanently in- 
creased above I00 per minute. 

2. Hydramnios.—Here Pinard thinks that the mere amount of 
liquor amnii, even though very great of itself, is not an indication for 
the induction of labour. The period of pregnancy during which the 
symptoms show themselves, and the rapidity with which the fluid is. 
produced, are, however, important. 

In general terms, the younger the pregnancy and the more rapidly 
the fluid is increased, the greater the danger. Two main conditions 
of great importance are the increase of general cedema, and rapid 
distension of the uterus. The first is accompanied with dyspnea, 
orthopnoea, and general symptoms of asphyxia; while the latter is 
signalized by acute abdominal pain, dry skin, wasting, and great 
diminution in the amount of urine. Fever is generally absent. 
Hydramnios may occur with twin pregnancy, or with one of twins, 
but is also met with where only one foetus is present. 

3. Molar Pregnancy—Hydatidiform Mole.—Here the patient is not 
only exposed to the dangers of hemorrhage, but equally so to a 
special intoxication, the latter being indicated by more or less com- 
plete loss of uterine contractility, and a cachectic tint of the skin,. 
quite different from the pallor of hemorrhage. The loss of con- 
tractile power is important, and Pinard speaks of a fatal case of 
hemorrhage after emptying a uterus where this condition was 
present. Another point indicating interference is the association of 
vesicular mole with deciduoma malignum, for recently several such 
cases have been reported. 

4. Toxemias of Pregnancy, and Uncontrollable (Morbid) Vomiting. 
—Pinard maintains that at the present day we must not consider 
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uncontrollable vomiting as a disease by itself, a morbid entity, but 
must regard it as a manifestation of a toxemia. Further, the author 
insists that by appropriate treatment early in such cases one can 
often improve, or even cure, them without necessarily interfering 
with the pregnancy itself. Great importance is to be attached to 
the rapidity of the pulse; in fact, Pinard lays down as a general 
rule that if it exceed 100 per minute induction is indicated. Cases 
of this sort must not be left till it be too late, for even if induction 
be done, death may supervene, from poisoning of the nervous 
system. 

5. Albuminuria.—Here Pinard points out that vigorous medical 
treatment should render the necessity for induction a relatively rare 
proceeding; but if this fail, and the amount of urine rapidly diminishes, 
the case is serious. A large amount of albumen, restlessness, in- 
somnia, headache, failure of vision, and modifications of respiration, 
with other indications of danger, render induction justifiable. 

6. Eclampsia.—Is the induction of labour justifiable in this con- 
dition? Pinard does not consider that the question can be settled 
definitely. Putting aside exceptional cases, he thinks that the 
necessity for interfering with the pregnancy of a woman attacked 
by eclampsia is not at present adequately defined. 

B. Chronic Diseases aggravated by Pregnancy—t1. Diseases of the 
Circulatory System.—In heart cases the condition of the kidneys must 
be carefully watched. Irregular rhythm of the heart, dyspnoea and 
‘symptoms of asphyxia would indicate the necessity for induction. In 
Pinard’s experience heart cases and pregnancy are always more or 
less serious; further, in such cases induction in the first half of 
pregnancy yields better results than in the second half. 

2. Diseases of the Urinary System.—Pregnancy supervening upon a 
nephritis may be a serious matter, but there is no special symptom 
which would indicate induction, though the presence of a large 
amount of albumen with steady diminution of the amount of urine 
passed is serious. Psychical and uremic symptoms are to be 
watched for. Pinard lays stress on the quantity of urine passed 
in the twenty-four hours. As long as the amount equals 800 to 
1,000 grammes, he believes that intervention is not indicated, or only 
in exceptional cases. 

Pyelonephritis may be a grave complication towards the end of 
pregnancy, and if attended with high fever and diminished secretion 
of urine induction is justifiable. 

3. Diseases of the Respiratory System.—Among all the chronic 
affections, pulmonary tuberculosis alone is worthy of consideration, 
but Pinard strongly negatives any operative procedure. All we can 
do is to treat the tubercular symptoms as they arise. The author 
appends an interesting table of the various cases of induction of 
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labour at the Clinique Baudelocque from 1890 to 1g00 for causes 
other than pelvic contraction. 


Year. Number. Causes. 


Severe albuminuria ; death on sixth day. 

1892 3. «+4 Mitral stenosis ; complications ; recovery. 
Severe heart disease and complications 27 extremis; death. 


1893... 
1804) 


Uterine hemorrhage ; recovery. 
Heart disease; 2 cases ; 2 recoveries. 
Insertions of placenta in inferior segment, with bleeding; 
3 recoveries. 
Albuminuria ; recovery. 
Morbid vomiting ; nephritis ; myocarditis ; death shortly after 
leaving the clinique. 
Albuminuria ; recovery. 
Uncontrollable vomiting ; recovery. 
1896... “OH 
ydramnios ; twins ; recovery. 
1897 Severe eclampsia 3 manual dilatation ; recovery. 
Severe albuminuria ; recovery. 
1898... «- Severe hemorrhage; premature detachment of placenta ; 
recovery. 
1899 ... ... Cardiac and renal affection ; death on ninth day. 
Repeated hemorrhages ; recovery. 
_ Motor pregnancy ; death. 


20 cases out of 22,708 deliveries ; 5 deaths. 


1895 


C. 

Adhesion between the Margins of the External Os during 
Labour (P. Rupaux: Rev. Prat. d’Obstétrique et de Pediatrie, 
August-September, p. 255).—The writer was called in consultation to 
see a primipara of forty-three in labour at term. In the early months 
of her gestation she had been much troubled by sickness, abdominal, 
lumbar, and vesical pains. At the beginning of the fourth month 
she sustained a blow in the abdomen, and immediately afterwards 
contracted ‘ influenza,’ which kept her in bed for fifteen days, during 
which a short but sharp uterine hemorrhage took place without any 
pain. At the seventh month there was another attack of influenza, 
accompanied by severe sickness, which necessitated a rest in bed for 
a week. Ten days before her confinement there was another hemor- 
rhage, which began slightly, but increased considerably and was 
attended by violent expulsive pains, at each of which a jet of blood 
was expelled. The hemorrhage lasted six hours. All through the 
gestation there had been sickness and vomiting, and the urine per- 
sistently contained a little albumen. 

When labour commenced the pains recurred every three minutes, 
and were accompanied by a slight escape of blood. After the patient 
had been in labour eight hours Rudaux saw her. The cervix and 
lower uterine segment were much thinned and bulged into the 
vagina, where they had been mistaken by the doctor in attendance 
for the bag of waters. No external orifice of the cervix could be felt. 
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The child was living, but its heart beat feebly. Under chloroform a 
very small opening was felt in the bulging mass, and the index-finger 
was gradually screwed into it. The much-stretched cervix and lower 
uterine segment were then easily dilated. Inside the cervix and 
lower uterine segment was a large quantity of blood, above which 
the bag of membranes was felt: The membranes were ruptured 
and a foot seized; version was performed, and a living child was 
delivered. After parturition the escape of blood ceased, and the 
patient made a good recovery. . 
The writer believes that the margins of the external os were held 
together by organized fibrin, resulting from one of the hemorrhages 
during pregnancy. He could not feel any cicatricial induration or 
sclerosis of the tissues of the cervix to account for it. 
R. W. McK. 
Vulvar Varicosities in Labour (GuELMI: La Clinica Ostetrica, 
July, 1902).—The case of a woman aged thirty-eight years is re- 
ported. She had had six full-time labours and three abortions. 
Her last confinement had taken place three months ago. In the 
pregnancy which preceded it enormous varicosities of the vulva had 
developed. In labour these had ruptured, putting the patient in 
great danger, and causing the midwife much anxiety; in the absence 
of a medical man, she had checked the hemorrhage by grasping the 
bleeding-point with the hand. A big hematoma, of the size of a 
foetal head, formed, which was opened twenty days later and the 
clots cleared out. There resulted a fistulous tract with an aperture 
on the internal aspect of the right labium majus, extending upwards 
towards the mons veneris, and communicating also with the rectum 
(a little above the sphincter). An operation was performed, the 
whole tract was opened up, when the right Bartholinian gland was 
found in a state of suppuration, and was removed by the curette, and 
the cavity was scraped out. Near the anal orifice a greatly enlarged 
vein was found; this was ligatured and cut away. The openings 
into the rectum and vagina were then closed, and the whole wound 
stitched up. Cure followed in eight days. J. W. B. 
Unconscious Delivery (Stourrs: Bulletin de la Soc. Belge de 
Gynéc. et d’Obstét., tome xiii., No. 2, p. 69).--The author relates a 
case of unconscious delivery during a crisis of hystero-epilepsy. A 
midwife who was called in found the patient, a young woman of 
eighteen, in a state of delirium, the child already born, but the 
placenta adherent. She was at once transferred to the hospital. On 
admission she was very excited, crying and throwing herself about, 
but quite unconscious. Under chloroform the placenta was extracted 
manually, but owing to imperfect uterine contraction and hemor- 
rhage the uterus had to be plugged with iodoform gauze. 
She remained unconscious up to the evening of the next day (i.e., 


ols. 
4 
3 


Current Literature: Obstetrics 495 


thirty-six hours). No further crisis occurred, but she remained for 
some hours in a somnolent condition. On recovering consciousness 
she refused to believe that she had been delivered, having felt nothing 
of her confinement. 

The patient was a primipara, and had been well up to three 
weeks after her marriage, when, after a domestic quarrel, she was 
attacked with her first nervous crisis, which was very violent. This 
was followed by several others of equal severity in the six weeks 
following. 

On becoming pregnant the crises became less numerous and were 
not nearly so severe. Finally, during the last attack, above described, 
unconscious delivery had taken place. 

The author comments on the case, and refers to another similar 
one in his practice, where unconscious delivery took place in a young 
woman suffering from acute suicidal mania. The child was found | 
dead in the bed, the mother dying the next day of acute meningitis. 

C. H. 

Some Observations on the Treatment by Fixation Abscess of 
Puerperal Infection of Septicemic Type (Dr. HENRI CHERON, 
Paris: L’Obstétrique, September, 1902).—Since the work of Professor 
Fochier of Lyons in r8g1 on fixation abscess as a means of treating 
‘generalized pyogenic infective diseases,’ numerous cases of recovery 
have been reported by various authors. Lépine, Dieulafoy, and 
others have had successes in cases of pneumonia; others have had 
successful results in enteric and erysipelas. In Spain brilliant results 
have been obtained in scarlatina. M. Tripon of Lyons (Thése, 1899) 
reports fifty cases of puerperal infection. This last work more espe- 
cially induced Professor Budin to apply the treatment in his wards, 
and during the last six months he has had occasion to use it six 
times. The cases were all of grave infection from the onset, or those 
in which ordinary treatment had failed to alleviate the conditions. 

The technique was that of Fochier. The injection was of I c.c. 
of sterilized spirit of turpentine, inserted in the flank or in the arm. 
There was local reaction, marked by redness and pain, about six 
hours after the injection in those cases where abscesses ultimately 
formed. These were always circumscribed and never diffuse, and 
suppuration began to be manifest on the fifth day. Suppuration did 
not occur in one-half of the cases, and these women all died. The 
abscess was incised as soon as the skin began to be involved, and if 
the general conditions were not relieved, a second, or even a third, 
abscess was provoked. After incision each abscess was washed out 
with sublimate solution and packed with iodoform gauze. Healing 
was slow ; the pus was always found sterile. 

The six cases are reported in detail with charts. In two of the 
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fatal cases vaginal hysterectomy failed to prevent the death of the 
patient. In the other fatal case serum injections were given, as also 
cacodylate of soda. In the first of the successful cases the patient’s 
condition before the injection of turpentine was considered hopeless. 
In spite of clearing out the uterus (presumably with the ‘bottle brush’ 
curette), and of serum injections, her temperature was nearly 107° F., 
and the red corpuscles in her blood had fallen to 713,000. The 
formation of three turpentine abscesses was followed each time by 
an amelioration of the symptoms, and the patient made a complete 
‘recovery. 

In the second case the symptoms had run a prolonged course, 
and the general conditions were getting worse in spite of active 
treatment. The first injection was not given till the twenty-seventh 
day, and a second was given on the thirty-third day. This patient 
also made a complete recovery. 

The author considers that the formation of the abscess after the 
turpentine injection is of good augury. He claims that the recoveries 
in these cases were due to the injections. The failures were due to 
the intensity of the original infection. In such cases the injection 
should be given at the same time that the uterus is being cleared 
out. x. ©, 


GYNA‘COLOGY. 


A Contribution to the Study of Primary Tuberculosis of the 
Cervix Uteri (BrounHa: Rev. de Gynécol. et de Chir. Abdom., July 
and August, 1902).—The following case is recorded: A woman aged 
forty-one, whose mother, brother, sister, and husband had died of 
pulmonary tuberculosis, had had five pregnancies, the last fourteen 
years previously. Since the last pregnancy she had _ suffered 
from pelvic peritonitis, menorrhagia, and pleurisy ; she had recently 
been curetted. She complained of pain in the back and left iliac 
region. On examination, the lateral fornices presented tender in- 
duration. Through the speculum the posterior lip of the cervix 
appeared healthy; on the right side of the posterior lip was a 
circular patch of superficial ulceration about 4 cm. in diameter, 
which présented a bright red colour. The central portion of the 
anterior lip had a worm-eaten appearance. A portion of this anterior 
lip was removed and examined microscopically. In it were seen 
typical tubercles, in which the presence of tubercle bacilli was 
demonstrated. A careful examination of the lungs and other organs 
failed to discover any other tubercular focus. Combined vaginal 
and abdominal hysterectomy was performed with great difficulty, 
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due to firm peritoneal adhesions between the uterus, ovaries, tubes, 
intestine, etc. The patient did well subsequently. 

The appendages showed signs of chronic inflammation, but no 
evidence of tubercle. The endometrium presented the appearances 
of endometritis—dilated glands and vascular hypertrophied interstitial 
connective tissue—but nothing of a tubercular nature. The anterior 
lip of the cervix contained tubercle in its various stages, tubercles, 
diffuse inflammation, and caseous material. The tubercular disease 
appeared to be entirely limited to the cervix. 

In 119 cases of tuberculosis of the endometrium collected by 
Spath, only six times was the cervix also affected. 

The writer has only been able to find three other cases reported 
similar to his own, and he thinks that the disease was in his case 
probably contracted during coitus from the patient’s husband, who 
died of phthisis. G. D.R. 


Pathological Changes in the Vessels of the Uterus (H. 


SCHWARZ-SzATz: Cent. fiir Gynak., No. 31, 1902).—The writer has 
made an exhaustive study of the changes which take place in the 
vessels of the uterus under certain conditions. He has worked with 
tissues taken from elderly multiparous uteri, from the uteri of 
younger parous women, and also from nulliparous uteri. None of 
the changes about to be described were ever found in the last-named 
class. In multiparous uteri of advancing years, two separate sets of 
changes are differentiated. The one is regarded as a true angio- 
sclerosis, which has its origin in senile decay. The intima is greatly 
hypertrophied, and is the seat of retrogressive metamorphoses— 
i.e. true necrosis and calcification. In the media new connective 
tissue and hyaline degeneration are seen. Vessels with reduced 
lumen and very thick walls are the kind which characterize the 
second process. The absence of marked hypertrophy of the intima 
and of retrogressive changes, shows that this condition is not an 
angiosclerosis. The veins and arteries alike show this change. In 
later stages the media atrophies by degrees, and the lumen is re- 
duced to a minimum, and we have a few cells from the endothelium, 
surrounded by a thick cylindrical elastic mass, no longer suggesting 
that the spot in question had ever formed the lumen of a vessel. 
The above two processes are found almost exclusively in elderly 
multiparous uteri. The latter process, in the transition stage, is seen 
in the parous uteri of younger women—i.¢c., uteri which had passed 
through puerperal changes—but it was never seen in nulliparous 
uteri, so that it is probable that it has its origin in these puerperal 
changes. Finally, in puerperal uteri of older women there were to be 
seen structureless masses partly in and partly around the vessel walls, 
which stain a blue-gray with hematoxylin, and which Von Kahl has 
described as necrotic particles. These are not evidences of necrosis, 


| 
. 
| 
| 
4 
i? 


498 Journal of Obstetrics and Gynecology 
according to the writer, but morphological derivatives of the con- 
nective-tissue elements, in the production of which the gravid state 
and the puerperium play a most important réle. a 

On the Pathology of the Round Ligament and the Processus 
Vaginalis Peritonei (VassMER: Archiv fiir Gyn., 1902, Bd. Ixvii., 
Ht. 1, p. 1).—The writer describes two new cases, and refers to 
those previously recorded. 

A nullipara, aged thirty-nine, complained of pain in the left 
hypogastrium, and was found to have a firm tumour the size of a 
small apple on the left side of the uterus. This could be separated 
from the uterus and from the left tube, and was therefore regarded 
as being either the left ovary or a tumour of the left round ligament. 
Laparotomy revealed the presence of several nut-sized subserous 
uterine myomata, and the growth already recognised ; its appearance 
now suggested that it was a pediculated uterine myoma. It was 
removed after simple ligature, and the stump was then seen to pro- 
ceed from the round ligament 2 to 3 cm. from its junction with the 
uterus. In order to seek for mesonephric elements, the whole 
tumour was cut into serial sections. It consisted mainly of con- 
nective tissue and non-striated muscle, but also contained certain 
strands of striated muscle. There were numerous small holes filled 
with milky fluid, and owing their origin to myxomatous degeneration. 
There was no true cyst formation, and no glandular structures 
were noted. The growth was doubtless a fibromyoma of the intra- 
abdominal portion of the round ligament. The occurrence of striated 
muscle in this structure has now been repeatedly demonstrated. 
though it may not have been mentioned as characteristic of new 
growths. 

Ten cases of new growth from the intra-abdominal portion of the 
round ligament have been recorded since Sanger’s work on the 
subject. Six of these were solid growths, the remainder being cystic 
in nature, one following hematoma. 

The writer’s second patient was a woman, aged thirty-three, 
operated on by Schlange. She had suffered for ten years from a 
hernial swelling, which was reducible until three weeks before opera- 
tion. Sickness, constipation, and loss of appetite then led her to 
seek relief. Incision over the tumour revealed a sac containing 
clear serous fluid, and having a stalk which entered the inguinal 
canal. This was removed, and the sac wall, which was much 
thickened, was divided into twenty portions for microscopic investi- 
gation. The sac was lined with low cubical epithelium, and its wall 
contained numerous spaces. These had an investment of epithelium 
varying considerably in character, but capable of development from 
peritoneum, in the writer’s opinion. He discusses the possible origin 
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of the cyst, and concludes that it was either due to enlargement of a 
preformed cavity of the processus vaginalis or was a hernial sac cut 
off from its connection with the peritoneal cavity. The similar 
cases which have been recorded since Sanger’s publication are 
discussed. G. 
The Operative Treatment of Severe Cases of Genital Prolapse 
(G. BouiLty and Ropert Loewy: Rev. de Gynécol. et de Chir. 
Abdom., July and August, 1902).—The writers describe an operation 
which they perform in cases of severe prolapse of the pelvic floor 
with elongation of the supravaginal portion of the cervix uteri, and 


by which they claim that the condition may be absolutely cured. It 
consists of : 


(1) Supravaginal amputation of the cervix uteri. 
(2) Resection of portions of the vaginal wall. 
(3) Anterior colporrhaphy and colpo-perinzorrhaphy. 


The patient being in the lithotomy position, the bladder is sepa- 
rated from the supravaginal cervix as in vaginal hysterectomy, but 
the peritoneal cavity is not opened. The bladder is then dissected 
from the anterior vaginal wall, and a larger or smaller portion of this 
vaginal wall is removed according to circumstances. The cervix is 
now split as far up as the internal os into an anterior and posterior 
flap; during this procedure it will be necessary to ligature branches 
of the uterine artery. The anterior cervical flap is now amputated, 
and what is left of the anterior vaginal wall is sutured with catgut 
to the remaining cervical stump. The posterior cervical flap is next 
dissected up for about 5 cm., care being taken not to open the peri- 
toneal cavity, and then amputated. The posterior vaginal wall is 
united to the stump thus formed by catgut sutures. Finally, colpo- 
perinzorrhaphy is performed. The writers promise to publish shortly 
a longer paper on the subject. G. D.R. 

Paroxysmal Vulvo-Vaginal Hyperesthesia (R. BLONDEL: La 
Gynécologie, August, 1902).— Under this title the author describes a 
case of the condition generally known as ‘ vaginismus,’ in which he 
carried out an operation including excision of a portion of the labia 
majora, neurotomy, and subcutaneous muscular section, with com- 
plete relief to all the symptoms. In this disorder there is ex- 
aggerated nervous reaction, accompanied sometimes by obvious local 
lesions; in other cases these are entirely absent, and the cause of the 
pain is obscure. The patient in this instance had undergone double 
odphorectomy on account of inflammatory disease of the appendages. 
The abdominal symptoms were relieved, but soon afterwards she 
commenced to suffer from severe pains, occurring in crises, in the 
labium majus of the left side, together with intense -pruritus of 
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the vulva. These painful paroxysms were often followed by herpes 
of the inner side of the left thigh. Examination showed the vulval 
region to be yellow-tinted, with reddened granular areas on the 
labia. If these were touched, violent paroxysms of pain were induced, 
radiating down the thighs and over the abdomen. Palliative measures 
relieved the loca! inflammation, but the extreme sensitiveness re- 
mained unaffected. 

The operation performed was as follows: The reddened area of 
the labium majus on each side was excised. The bistoury was now 
carried down transversely and deeply, dividing the muscular ring 
of the vulva, on each side almost to the sphincter ani muscle; the 
hemorrhage was readily controlled by pressure, and the wound 
united by sutures. 

The nerve branches to the clitoris and the internal pudic nerve 
were now divided by a tenotome. This procedure was followed by 
considerable extravasation of blood, and cedema, which subsided in 
a few days. The patient was completely relieved ; the pruritus and 
paroxysmal pain disappeared at once. Three months later she 
remained quite well. Blondel discusses the possibility of hysteria, 
the operation acting by suggestion only. He decides in the negative, 
and believes that this treatment can be relied upon to give relief in 
cases incurable by milder measures. A. W. W. L. 

On the Formation of Hzmatoceles (Otto Busse: Monats. fiir 
Geburts. und Gynak., Bd. xvi., Ht. 1, July, 1902).—The author accepts 
the term ‘hzmatocele’ to mean an intraperitoneal hematoma, and 
admits the great part played by extra-uterine pregnancy in its forma- 
tion. The purpose of the paper, however, is not to show where the 
blood comes from, but to come to some conclusion why the blood 
coagulates and forms a localized hematocele when poured out. 
Under ordinary conditions, blood poured out into the peritoneal 
cavity does not coagulate, but is quickly and completely absorbed. 
This has been proved on the post-mortem table and by experiments 
on animals. Fritsch injected defibrinated blood into the peritoneum 
of rabbits, and thirty-six hours later found that it had all been 
absorbed. Schréder was the first to attempt to show why blood was 
not always absorbed from the peritoneum. According to his view, 
the blood must be poured out into a part of the peritoneal cavity 
already shut off by adhesions, chiefly because a connective-tissue 
covering is always found over hematoceles. But now we know that 
the connective-tissue covering is an evidence of inflammatory reaction 
around the hematocele, causing some exudation of lymph and partial 
organization of blood-clot. Veit’s explanation was that adhesions in 
the pouch of Douglas caused coagulation in blood in the same way 
that threads cause crystallization in solutions of salts. Harsi con- 
structed thread-like adhesions of collodion in the peritoneum of 
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rabbits before injecting the blood, and found that these artificial 
adhesions had no effect in causing coagulation; in this case, too, the 
blood was completely absorbed. Winternitz believed that the blood 
thrown out in ruptured extra-uterine gestation was already clotted, 
and was therefore not easily absorbed. Also the first clots acted as 
centres around which fluid blood would coagulate when poured out. 
It is no doubt true that this does happen in many cases, but it can 
only be a factor in the formation of hematoceles. According to the 
author, the real reason for the coagulation of freshly-poured-out fluid 
blood is the absence of absorptive power which is found when the 
peritoneum of Douglas’s pouch is in a condition of chronic inflam- 
mation. According to Wegener and Grawitz, the absorptive power 
of the peritoneum of healthy animals is relatively enormous, but if 
chronically inflamed this power is more and more lost. The author 
had the opportunity of examining post-mortem a case in which a 
tubal pregnancy had been removed. Only a few clots were found at ° 
the operation, but at the post-mortem a small encapsuled hematoma 
was found, which at first was supposed to have occurred after the 
operation. But microscopic examination showed that it was old, 
from the character of its wall and its contents (hematoidin crystals 
and blood corpuscles). Also sections of the neighbouring peritoneum 
showed well-marked chronic inflammatory changes, probably of many 
weeks’ standing. Similar changes in the peritoneum can often be 
found in the neighbourhood of tubal pregnancy, changes which have 
taken place slowly and insidiously, without giving rise to any 
symptoms. 

The author comes to no conclusion as to what is the nature of 
the irritant which causes the chronic peritonitis in these cases. He 
concludes that the two factors which predispose to hzmatocele 
formation are: 

1. That the blood is often slowly poured out in the form of clots. 

2. That there is an absence of absorption on account of chronic 
inflammatory changes in the neighbourhood of tubal pregnancies. 

& 

The Diagnosis and Treatment of Exudates (Diitzmann: 
Monats. fiir Geburts. und Gyndak., Bd. xvi., Ht. 1, 1902).—The author 
describes the treatment of pelvic exudates by hot air as carried out in 
the Greifswald Women’s Hospital, suggested by the success attained 
by Bier in the treatment of chronic joint diseases by the same method. 
The apparatus used was described by Klapp in the Centralblatt fiir 
Gynikologie for 1901, No. 30. The principle of the treatment con- 
sists in the active tissue change engendered by the heat employed, 
leading to absorption and melting down of exudates and scar tissue. 
The results obtained were very good, and the treatment of such 
cases by fomentations and ichthyol tampons has been given up, except 
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in cases where the hot-air treatment was contra-indicated. Twenty 
cases have been treated in this way, and may be divided into two 
classes: those with fresh purulent exudates, and those with old cica- 
tricial remains. In both classes of cases the results were equally 
good. The temperature of air used (150° C.) produces a very 
marked reaction in the patient. The heart-beats increase even to 
150 per minute, and the parts exposed to the heat, namely, from the 
lower ribs to the knees, assume a deep red or spotted appearance. 
In other words, the heat produces active hyperemia in the skin, 
which reacts in the deeper parts. At the same time there is a 
copious secretion of sweat. In fresh exudations, where no fluctuation 
could be felt and the parts were of stony hardness, three or four 
applications were sufficient to cause active melting down, and to 
allow of pus being evacuated. One very important result of the 
treatment is the increased appetite and improved general condition 
of the patients. A few cases are described by the author which bear 
out these statements. 

The second part of the paper, and perhaps the most interesting, 
deals with the diagnosis and confirmation of the presence of pus in 
exudations by means of blood-counts. Curschmann, in 1go1, read a 
paper on the Leucocytosis found in Suppurative Lesions of the 
Vermiform Appendix, and showed that there was an increase in the 
number of leucocytes when pus was present. The author gives the 
results of his analysis of the number of leucocytes present in a case 
of a hard exudate treated by hot air, and then by incision and pus 
evacuation. The first count before incision showed the number to 
be 17,700, a great increase on the normal amount; but this rose to 
28,300, and finally to 31,300, when the exudation finally melted 
down and the pus was evacuated. While pus was draining freely 
the number fluctuated somewhat, rising if retention of pus occurred, 
and falling gradually as the pus became less. The figures are 
interesting, showing that, at all events in a chronic case of this kind, 
there is marked leucocytosis, rising with the formation of pus and 
falling with its evacuation. The Thoma-Zeiss instrument was used 
for their enumeration, a slight modification being introduced, in 
the coloration of the } per cent. acetic acid solution, used for diluting 
the blood, with methylene blue. By this means the leucocytes were 
deeply stained, and easy to count, and the blue colour was also 
restful to the eyes when a large number of counts had to be made. 
The field of this method can be widened considerably, and used for 
the diagnosis of doubtful cases when it is a question if pus is present 
or not. The author mentions a case where a pyometra was diag- 
nosed by this means. A point also tentatively mentioned by the 
author is the relation of the number of the leucocytes present to the 
organism causing the suppuration. With streptococcal infections 
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the range of leucocytic increase was high—namely, from 20,000 to 
30,000 ; but where a less virulent organism was present, only 11,000 
or 13,000 were the numbers found. The relation of leucocytosis to: 
pus-formation as a rule conforms to the above-mentioned laws, but 
does not always follow so exactly. Other factors operate, such as 
the acuteness and virulence of the infection, and also nervous con- 
ditions, such as shock, and it is well known that with very virulent 
infections no leucocytosis sometimes occurs. No hard and fast line, 
then, can be drawn as to this relation, but, as a general rule, it may 
be assumed that, at least in chronic cases where pus is present, an 
increase of leucocytes will be found in the blood. TG. Ss 

Vaginal Section and Drainage for Pelvic Diseases (THomas 
J. WATKINS: American Gynecology, vol. .i., No. 2, August, 1902).— 
Drainage as part of the toilette of an abdominal operation is not 
considered. A free transverse incision is made in the upper portion 
of the posterior vaginal wall, and if more room is required the 
wound is enlarged by a longitudinal incision downwards. In the 
case of a pelvic abscess the finger is forced through the peritoneum 
into the abscess, or, if it is not in close proximity to the vagina, it 
is reached by dissecting with the finger close to the posterior wall of 
the uterus. A conjoined examination with one or two fingers in the 
wound, and one hand over the abdomen, is made, and any additional 
abscesses found and opened. In the case of hzematocele the peri- 
toneum may be incised, or it may be punctured with the finger or 
forceps. In the case of a broad ligament cyst the sac may be 
punctured without opening the peritoneal cavity. Irrigation is re- 
quired in exceptional cases only, as cleansing can be more thoroughly 
accomplished by the free use of gauze. The author prefers gauze 
drainage to tube drainage. The indications for this operation in 
pelvis abscess are: 

1. All acute cases in which a 
to the vaginal canal. 

2. All other acute cases in which it is not possible to open the 
abscess extraperitoneally through an abdominal incision, and in 
which the symptoms indicate great danger in delaying the operation 
until. the suppuration extends to the floor of the pelvis, or to the 
abdominal wall, or until the case becomes afebrile. 

3. All circumscribed, large chronic abscesses, with small amount 
of inflammatory exudate, which can be easily opened through a 
vaginal incision. 

Acute is intended to include all febrile, while chronic includes all 
afebrile cases. The author has treated forty-one cases of pelvic 
abscess by vaginal section and drainage, with one death, and of these 
four (10 per cent.) required subsequent operations. In all cases of 
hematocele a free vaginal incision should be made for the purpose 
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of evacuating the blood and of determining whether the operation 
shall be completed by drainage or by removal of the affected tube, 
usually by abdominal section. Of twenty cases of hematocele incised 
through the vagina, the pregnant tube was immediately removed by 
abdominal section in three cases ; in one case the tube was removed 
a week later for hemorrhage, and in another it was removed two 
years later, as it was the seat of an inflammatory mass causing pain. 
Simple non-pedunculated broad ligament cysts can be opened and 
drained without entering the peritoneal cavity. The cyst is obliter- 
ated principally by collapse of its walls, which become agglutinated 
from the irritation produced by the gauze. The danger by the 
vaginal operation is little more than the danger of the anesthetic, 
whereas enucleation by the abdominal route is a dangerous procedure 
for a comparatively simple pathological condition. The technique is 
simple, but little pain results, and the patient should be up and 
about after a week. There is no more danger of refilling of the sac 
than there is of recurrence of a hydrocele after it has been freely 
incised and thoroughly drained. The great difficulty arises in 
making the diagnosis, but in doubtful cases a vaginal section should 
be made for exploration. 

Vaginal section and drainage is often of great value in cases of 
puerperal infection, for exploration and to establish drainage. It is 
not indicated in the absence of signs of pelvic or general peritonitis. 
In two of the writer’s cases of vaginal section during the puerperium, 
pus was found in the general peritoneal cavity, and both cases 
recovered. In one the uterus was found perforated, and recovery 
followed the free use of drainage. In another, double pyosalpinx 
was found, and recovery followed its evacuation and drainage. In 
a number of cases a general suppurative peritonitis has been en- 
countered, and a fatal result has followed, as will usually occur with 
any known treatment. }. 8. F. 

The Illumination of the Abdominal Cavity as a Method of 
Examination in Cases of Vaginal Celiotomy (DmitrI pE OTT: 
Rev. de Gynécol. et de Chir. Abdom., July and August, 1902).— 
After colpotomy or vaginal hysterectomy, the buttocks of the patient, 
who is still in the lithotomy position, are raised so that her trunk is 
in the Trendelenburg position. Air is now admitted through the 
vaginal incision, and the intestines fall downwards towards the 
diaphragm. Two duck-billed specula are inserted—one in front, 
the other behind. In the concavity of the anterior speculum is a 
small electric light. By placing the eye close to the vaginal orifice, 
the writer claims that not only can the pelvic organs be seen, but 
also many of the abdominal viscera may be inspected. In this way 
the czecum, transverse colon, stomach, liver, gall-bladder, and splecn 
may often be examined. G. D.R. 
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Antagonism between Cancer and Malaria (O. FEepeErici: La 
Clinica Ostetrica, July, 1902).—The author considers whether there 
be any proof that malaria supervening in a patient suffering from 
cancer has any beneficial effect upon it. He gives notes of three 
cases in which the two morbid states coincided. In two of these 
the cancer appeared when the malarial infection was still in an 
active condition ; in the third case malaria appeared after the cancer 
had been operated upon for the first time. In none of the three 
cases had the quinine shown any action in checking the rate of 
growth of the cancer or in modifying its symptoms. In fact, in 
none of the three cases did either the malaria itself or the quinine 
salts used in its treatment, have any beneficial effect upon the pro- 
gress of the malignant growth. The situation of the malignant 
disease was the uterus in one instance, the liver in another, and the 
mamma in the third. J. W. B. 

The Rédle of Muscular Insufficiency in the Causation of — 
Eventration (Ventral Hernia) (J. DENNECE: La Gynécologie, 
August, 1902).—A general review is given of the various forms of 
ventral hernia, including under this heading all varieties of ‘ even- 
tration.’ The main factor in the development of this condition is 
‘muscular insufficiency.” The muscles may show general atrophy 
of the fibres or diastasis with degeneration, or the recti muscles may 
become widely separated from stretching of the linea alba. The 
author arranges the cases into the following groups: 

1. Spontaneous Eventration.—This is met with in obesity, and is 
due to fatty infiltration and degeneration of the muscular fibres and 
cellular tissues. It is also present in cachexias, from various causes, 
and in general malnutrition. Spontaneous eventration also occurs 
as the result of distension of the abdominal cavity from any cause. 
The influence of pregnancy in causing separation of the recti muscles 
and diastasis of the fibres is well known. The presence of tumours 
and ascites acts similarly. In the puerperal period wide separation 
of the recti muscles occurs normally, and is readily recognised. This 
is speedily recovered from in most individuals, but if pregnancy occurs 
at too short intervals, or if exertion is undertaken too soon after 
delivery, relaxation of the muscular wall occurs, accompanied by 
atrophy of the muscles. This leads to displacement of various 
viscera, resulting in the well-known phenomena comprised under the 
term ‘ enteroptosis.’ 

2. Eventration following Accidents.—In rare cases a blow upon the 
tense abdominal wall causes extensive rupture of muscular fibres, and 
may be followed by ventral hernia. Similarly, also, any wound of 
the abdominal wall dividing the muscular fibres may lead to localized 
‘eventrations.’ 

3. Post-Operative Eventration—This is certainly influenced by 
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various factors, such as malnutrition of the tissues, the age of the 
patient, and deficient power of repair of tissues; but the main 
element in its production is the condition of the recti muscles. La 
Torre some years ago obtained the opinion of many operators of wide 
experience. The great majority attributed the condition to diastasis 
and degeneration of the recti muscles or to faulty union of the musculo- 
aponeurotic plane. The great frequency of abdominal section has 
called special attention to median ventral hernia, but any operation 
involving division of muscular fibres, such as those on the appendix 
or kidney, may be followed by hernia. In performing laparotomy 
the sheath of the rectus muscle is almost invariably opened, and this 
is necessarily followed by retraction of the muscular fibres. Hence 
it is most important in closing the wound to restore the muscle to 
. its normal position so far as is possible. 

The method of suturing is of great importance. All statistics 
show (Martin, Winter, Zweifel, etc.) that suturing en masse is more 
liable to be followed by hernia than suturing in layers. Ventral 
hernia occurs in 25°30 per cent. of the former, and only 6 per cent. 
of the latter method. Whatever plan be adopted, injury of the 
borders of the wound, imperfect union of the skin surfaces, hematoma 
of the suture tracks, and a fatty abdominal wall, are important pre- 
disposing elements. Suppuration of the wound and drainage are 
also generally recognised as conducing much to the development of 
hernia. 

Again, if the cicatrix be subjected to strain by (1) getting up too 
soon, (2) undertaking laborious work, (3) the occurrence of preg- 
nancy soon after operation, hernia is very likely to arise. 

Prophylaxis of Eventration—Special care should be taken after 
pregnancy to prevent the separation of the recti muscles becoming 
permanent. This tendency may be corrected by prolonged rest, hydro- 
therapy, massage, and especially by the use of gymnastic exercises. 
A firm abdominal binder or belt should be worn. In this way the 
secondary results, such as ptosis of viscera, etc., may be largely 
prevented. All wounds of the abdominal wall should be carefully 
sutured, especial care being taken to unite the muscles and aponeu- 
rosis. The prevention of post-operative hernia has been much dis- 
cussed during recent years. There is general agreement on two 
points, viz.: (1) the necessity of obtaining perfect coaptation of all 
the layers of the abdominal wall; (2) the importance of preserving 
the muscle and re-establishing its function. This may be obtained 
by careful suturing en masse, but at the present time most operators 
practise suturing ‘in stages.’ The peritoneum is united by fine cat- 
gut or silk; the musculo-aponeurotic plane is then carefully united, 
the muscle being sutured in the middle line, preferably by catgut. 
Lastly, the skin is sutured by silkworm-gut. The writer concludes 
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that suturing in layers should be preferred to the union in a single 
layer, although if great care is taken the latter may give excellent 
results. 

The treatment of ventral hernia is next considered, and various 
methods of operative technique are described. Frequently the 
hernia is complicated by adhesions of omentum or coils of small 
intestine. These must be carefully separated, and the edges of the 
parietal peritoneum defined. The sac should be excised, and the 
peritoneal edges, the muscles and aponeurotic layers, and the skin 
united by suture in stages. In some cases the use of buried silver- 
wire sutures is strongly recommended. Numerous cases illustrating 
the methods of operation successfully adopted are given. 

A. W. W. L. 
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H. KEITLER and G, PERNITZA. 


L’Obstétrique, September, 1902. 


Delivery in Rachitic Pelves: Statistics and Prognosis ... .. J. L. VALENCY. 
Puerperal Infection in the Isolation Department of the Clinque Tarnier 
(November 1, 1900, to November 1, 1901)... PERRET. 


Some Observations on Puerperal Infection of Siptieneiaie “a treated by 


Revue Pratique d’Obstétrique et de Pediatrie, 
August-September, 1902, 


Should a Mother nurse her Child? ... “Ge ... MARFAN. 
Adhesion between the Margins of the External Os anne Lahiens P. RUDAUX. 
The Influence of Small-pox on Pregnancy and the Foetus. (Comclusion) 


COUREMENOS. 
Some Puerperal Psychopathies P. BRETONVILLE. 


Comptes Rendus de la Société d’Obstétrique, de Gynécologie et 
de Pediatrie de Paris, Tome iv., June, 1goz. 


Hzematoma of the Umbilical Cord . coe ae . A. COUVELAIRE. 
On a Case of Absence of the ncaa Ramus of the iuteloe Maxilla of the 
Right Side, with Atrophy of the Face of the same Side... KIRMISSON. 
Cholecystotomy performed some Hours after Delivery ... ee ... POTOCKI. 
Reference to Baudelocque’s Genealogy... H. VARNIER. 
Clinical and Post-mortem Notes on a Case of a Woman who procured Abortion 
by introducing a Sound into the Uterus cee Pee eas H. VARNIER. 


Revue Mensuelle de Gynécologie, d’Obstétrique et de Pediatrie 
de Bordeaux, Tome iv., May, 1902. 


Clinical Lecture on a Case of Spina Bifida... G. CHAVANNAZ. 

Malformation of the Vagina and Uterus accompanied by Hzematometra and 
Hematocolpos Superior ; Total Abdominal Hysterectomy F. VILLAR. 

Transactions of the Meeting of the Obstetrical Society of Bordeaux on 
March 1902. 


Annali di Ostetricia e Ginecologia, August, 1902. 


Embryological and Anatomical Notes on the Foetal Uterus... «-» FERRONI, 
Critical Study of Cephalotripsy, Cranioclasm, and Embryotomy .-L)’ERCHIA. 
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Il Progresso Medico, August 25, 1902. 


Fibromyoma and Pregnancy: Hysterectomy of the Gravid Uterus 


G. CARBONELLI. 
Three Czesarean Sections for Placenta Previa... “5 ... G. CARBONELLI. 


La Clinica Ostetrica, August, 1902. 


Pregnancy with Intact Hymen hs SEVERI. 
On Prolapse of the Urethral Mucous .. BETTI. 


Le Bulletin Médical de Quebec, July, 1902. 


A Contribution to the Study of Extra-uterine Pregnancy based upon Fourteen 
Prolonged Placental Retention EUGENE MATHIEU. 


American Gynzcology, September, 1902. 


Hypertrophies of the Labia Minora, and their Significance. Part I. 


ROBERT L. DICKINSON. 
A Study of Uterine Fibromyomata, with Especial Reference to their Degenera- 
tions and Complications as furnishing Reasons for Early Operation 


CARLTON C, FREDERICK. 
The Surgical Treatment of Retrodisplacements of the Uterus 


WILLIAM D. HAGGARD. 
Pelvic Suppuration... ane A. J. PULS. 


Interstate Medical Journal, September, 1902. 


Suspension of the Uterus E. J. NEVILLE. 


Medical News, September 27, 1902. 


Myomectomy versus Hysterectomy .. SS aes ... ANDREW J. MCCOOK. 
The Relative Advantages of Canale and Partial Hysterectomy 
E. E. MONTGOMERY. 


The Australasian Medical Gazette, August, 1902. 


A Case of Sudden Death shortly after Child-birth ae <a (CoH SOUBER: 
Pregnancy in the Stump ofa Fallopian Tube __... ..» CRITCHLEY HINDER. 


Caledonian Medical Journal, October, 1902. 


The Obstetric Folk-lore of Fife DAVID RORIE. 


The Medical Chronicle, July, 1902. 


Enteroptosis, with Observations on Fifty-six Cases ... ARNOLD W. W. LEA. 
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British Medical Journal, October 11, 1902. 


A Discussion on Modern Indications for Czesarean Section 
Introduced by A. L. GALABIN. 
Total Abdominal Hysterectomy, especially by Doyen’s Method, for Fibro- 
myoma Uteri, with Notes of Fourteen Cases... .»» HERBERT R, SPENCER. 
Phototherapeutics as a New Therapeutical Agent in Obstetrics and the 
Diseases of Women CURATULO. 
Remarks upon Ectopic Gestation, studied comedies with Reference to 
Diagnosis and Indications of Treatment . GEORGE TUCKER HARRISON. 
The Use of Potassium Chlorate in the ry a Cases of Habitual Death 
of the Foetus in the Later Months of Pregnancy _... ROBERT JARDINE. 
Puerperal Eclampsia in the Light of Thyroid Inadequacy, and its Treatment 
by Thyroid Extract H. O. NICHOLSON. 
A Case of Intermenstrual Banincuitins (Mittelschmerz) cured by Successive 
Oéphorectomies ... ..R. H. A. WHITELOCKE. 
Neurasthenia (so-called), Hysteria, anit J. STUART NAIRNE. 
A Discussion on the Operative Treatment of Prolapsus Uteri 
Introduced by D. BERRY Harr, ° 
The Past and Present Treatment of Uterine Fibroids ... MURDOCH CAMERON. 
The Iodo-bromo-saline Waters of Salsomaggiore in Diseases of Women 
CURATULO. 
Vaginal Fixation F. J. MCCANN. 
The Abuse of Mercuric Chloride in Practice 
C. R. MARSHALL, 


Edinburgh Medical Journal, October, 1902. 


The Use and Abuse of Forceps in General Practice... ass M. DEWAR, 


New York Medical Journal, October 11, 1902. 


The Indications and Limits for Operations by the Vaginal Route THIENHAUS. 
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REPORTS OF SOCIETIES. 


OBSTETRICAL SOCIETY OF LONDON. 


Meeting, Wednesday, October 8, the President, Dr. PETER Horrocks, m the 
Chair. 


Complete Inversion of Uterus of Seven Months’ Duration ; 
Failure of Elastic Pressure with Repositors ; Operation of 
Anterior Vaginal Celiotomy, Anterior Uterotomy and Replace- 
ment; Recovery.* By Joun W. Tayvor, F,R.CS. 


Mr. BuTLer SMyTHE congratulated Mr. Taylor on the success attending 
his operation. He wished, however, to ask why Aveling’s repositor had 
not been tried in this case as well as Tait’s instrument. So far as his 
knowledge went, Aveling’s repositor was almost always successful, and a 
well-known author even went so far as to say ‘ he had never known it to 
fail.” Mr. Butler Smythe asked his question because he looked upon 
Aveling’s repositor as a simpler and more reliable instrument than that 
introduced by Tait. The former, being without any spring, was less liable 
to slip during the attempts at replacement. 

Dr. Heywoop Smirtu considered that in cases of chronic inversion of 
the uterus sufficient consideration had not been given to direct manipula- 
tion of the uterine body. His experience went to prove that intermittent 
squeezing of the inverted fundus, though it might prove a tedious process, 
was in many cases very effectual, pressure tending to empty the blood- 
vessels and causing the muscular tissue to relax; then if pressure was 
made with the thumb at the orifice of one of the oviducts, where the 
uterine tissue is thinner, it would be comparatively easy to reduce the 
inversion. 

Dr. HaNnpDFIELD-JONES regretted that he could not agree with the line 
of treatment adopted in this case. He had had a similar case under his 
care in which the inversion was so acute that no line of definition between 
vagina and end of cervix could be made out. The uterus hung as a pear- 
shaped mass from the vaginal roof, and the finger passed from the vaginal 
mucous membrane on to the cervical mucous membrane without the possi- 
bility of distinction. The same difficulty had arisen as in Mr. Taylor’s 
case—viz., that the womb was so movable that it was extremely difficult 
to keep the cup of the Aveling’s repositor on the uterine body. However, 
by packing swabs round the womb in the upper vagina and patient 
watching, reposition had been effectually secured. He could not help 
thinking that a similar good result might have been obtained in the present 
instance. There were two other points worthy of notice. In the first 
place, the result of the operation in Mr. Taylor’s case was to leave a long, 

weak scar in the anterior uterine wall, and this might be a source of 


* This paper will be found on p. 462. 
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danger if the patient became gravid again. In the second place, if a 
patient was so collapsed and in such a critical state as had been described 
by Mr. Taylor, would not removal of the womb fer vaginam be an opera- 
tion shorter, simpler, and attended by less shock ? 

Dr. HERBERT SPENCER thought we were much indebted to Mr. Taylor 
for pointing out the peculiar absence of any groove between the cervix and 
body. Healluded to the great value of Aveling’s repositor in these cases, 
an instrument which appeared to be almost unknown on the Continent, 
and was even, he believed, spoken of somewhat contemptuously by a 
foreign gynecologist, His own opinion was that there was no method 
of reducing an inverted uterus to be compared with reposition with 
Aveling’s instrument, and that the cases must be very rare in which the 
instrument would fail. The difficulty of slipping of the cup off the fundus 
was present in many cases. In one case of the kind he had held the 
instrument in place, and had then rapidly reduced an inversion, which was 
previously very obstinate. He would like to know if Mr. Taylor had 
persevered with the taxis and had ascertained that the cup had not slipped 
off the fundus. 

Dr. Biacker asked why Mr. Taylor had incised the uterus anteriorly 
instead of first opening Douglas’s pouch and attempting reduction after 
separation of the adhesions asrecommended by Kiistner (Centvalbl. f£. Gyniik., 
1893, No. 41). He thought the objection raised by Dr. Handfield-Jones 
one of great importance. Ina recent case of his own, where he had reduced 
a chronic inversion of some four months’ standing by Aveling’s repositor, 
the patient became pregnant and had recently been delivered of a full- 
term child. As these cases usually occurred in young women, who might 
subsequently become pregnant, the danger of rupture of the uterus was 
considerable, more especially when it was necessary, as in Mr. Taylor’s 
case, to carry the incision from the fundus uteri to the external os. 

Dr. Lockyer read a short communication of a case in which the uterus 
showed rapidly-growing epithelioma of the cervix. Death from recurrence 
of the disease had occurred five months after removal of the womb. 

Dr. HERBERT SPENCER exhibited a medal which had been struck to 
commemorate the twenty-fifth anniversary of the first Porro operation, 
and also presented to the Society a copy of the work which had been pub- 
lished in connection with that event. 


BRITISH GYNAZCOLOGICAL SOCIETY. 


Meeting, October 9, Mr. F, Bowreman Jessett, a Past-President, in the 
Chair. 


Professor J. W. TayLor showed a recent specimen of tubal pregnancy 
on the surface of which a congeries of large vessels seemed to mark the 
site of the placenta ; the very thin walls of these vessels appeared to have 
ruptured in a way not hitherto described. 

Dr. MacpHerson Lawrie exhibited a large pyosalpinx removed from 
a woman of twenty, three months after marriage, There had been no 
pelvic symptoms, and the tumour was discovered accidentally. 
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Mr. Jessetr showed a uterus removed by vaginal hysterectomy for 
carcinoma of the body, the only symptom of which had been slight 
menorrhagia, and three specimens of myomata removed by the abdominal 
way. 

Professor TayLor then read a communication On a Case of Uterus 
Bicornis with Rudimentary Right Horn. The patient, a healthy- 
looking girl of seventeen, had menstruated regularly from the age of 
thirteen, the period, lasting four days, being always followed on the fifth 
day by severe pain, which latterly had become unbearable. A large hard 
tumour was found, fixed at the right of the fundus of the retroflexed 
uterus. After three months’ observation, during which this tumour was 
found to vary in size, an abdominal section wasmade. The uterus, closely 
resembling the normal virginal condition in size and shape, was found 
adherent to the floor of the pelvis in retroflexion; but the tumour proved 
to be a rudimentary horn, the mucous cavity of which did not communicate 
with the cavum of the other side. There was a normal ovary and 
tube outside the rudimentary horn. The rudimentary horn was removed 
without the tube or ovary, and the uterus fixed in anteflexion, and the girl 
made a good recovery. About eight months afterwards she reported that 
she was perfectly well, and had menstruated regularly without any pain 
ever since the operation. 

Mr. JessetT then read a paper on Some Complications arising 
subsequently to Ceeliotomy. This paper will be found on p. 455. 

In the discussion Dr. MacpHERsSoN Lawrie insisted on the prime 
importance of aperients, on the superiority of swabs to sponges, and on 
the advantages of washing out the stomach in obstinate vomiting. 

Professor TayLor agreed that adhesions were responsible for most of 
the after-troubles. He approved of swabs, and found that ophthalmic silk 
was as little irritating and as easily absorbed as catgut. 

Dr. RicHarp SMITH attributed much trouble to prolonged anesthesia, 
and spoke well of gastric lavage. 
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REVIEWS. 


CiinicaL ILLusTRATIONS oF DISEASES OF THE FALLopiAN TUBES AND 
oF Earty Tusa Gestation. By Charles J. Cullingworth, M.D., 
D.C.L., F.R.C.P. Third edition, revised. London: Henry J. 
Glaisher, 1902. 

We welcome a third edition of this little book, which has been 
thoroughly revised. Although the author has not thought fit to enlarge 
its size, there has been a partial rearrangement of its contents, together 
with the addition of remarks on one or two special points of pelvic 
anatomy. Books of this description are of the greatest value, and 
especially so when they are written by one of such experience as Dr. 
Cullingworth, for while diseases of the Fallopian tubes come under the 
notice of every medical practitioner, opportunities for seeing the diseased 
parts after their removal from the body occur to comparatively few. 

There are very few works in the English language dealing with gyne- 
cological pathology, and the careful, accurate, and painstaking record of © 
actual specimens, such as Cullingworth describes, must be of the 
greatest value to all who take up the study of diseases of women. The 
illustrations given in this work are not mere diagrams conceived at the 
fireside, but actual records of facts, and their value cannot be over- 
estimated. Most of the drawings are excellent, and are not only accurate 
—as the present reviewer can vouch from most careful examination of the 
specimens themselves—but, being coloured, they convey a very good 
impression of the appearances of the specimens immediately after removal 
from the body. Of late, however, owing to the formalin method of 
mounting specimens, students have a better chance of observing their 
natural coloration and characteristics. Most of the coloured plates come 
from the pencil and brush of Mr. R. E. Holding, and display not only 
artistic merit, but the records of a careful observer. The book deals only 
with diseases of the Fallopian tubes, and in the broad sense is therefore 
a work on pathology ; but in addition to this a clinical history of each case 
is given, thus enhancing the value of the record to a very great extent. It 
is not intended to be a systematic treatise, and deals chiefly with salpin- 
gitis in its various forms and those aspects of early tubal gestation which 
the author specially illustrates. It is, perhaps, a pity that in such a work 
microscopical drawings are practically absent, tubercular salpingitis being 
alone represented. 

Salpingitis is carefully considered, and the macroscopical changes in the 
tubes accurately described. Hydrosalpinx is well depicted in Plate I., the 
tubes in such cases, according to Cullingworth, being occluded at their 
fimbriated extremities by a localized peritonitis, originating in disease of 
some other part of the pelvis, not unfrequently in purulent inflammation 
of the tube of the opposite side; in fact, such tubes are retention cysts. 
The changes in chronically inflamed tubes, and the process by which such 
tubes become elongated, tortuous, and thickened are explained. When the 
tubal inflammation is distinctly purulent in character, the result varies 
according to the condition of the abdominal ostium. Should this remain 
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patulous, pus may make its way through the open mouth of the tube into 
the peritoneum, and, if surrounded by peritonitic adhesions, form an intra- 
peritoneal abscess. More commonly the tube becomes occluded, and 
a pyosalpinx results. An interesting point in such cases is the con- 
current infection of the ovary, leading either to single or multiple ovarian 
abscess. This is well shown in Plates III.and V. Plate VIII. shows an 
interesting specimen of a pyosalpinx simulating a suppurating tubo-ovarian 
cyst. 

In the great majority of non-puerperal cases the author thinks the 
inflammatory changes are the result of gonorrhceal infection travelling 
upwards from the endometrium to the lining membrane of the tubes. 
Salpingitis following parturition or abortion is almost invariably due to 
the extension to the tubes of a septic endometritis. Tubercular salpingitis 
(Plates II. and IV.), by far the most frequent variety of genital tuber- 
culosis in the female, is due, according to Cullingworth, to infection 
from traces of tuberculosis already existing in the patient, either through 
the blood, from the peritoneum, or from other organs, as in perforation of 
tubercular ulcers of adjacent intestine. The author, however, recognises 
that genital tuberculosis is occasionally found alone. It is not likely that 
in all these cases the infection has reached the genital organs from with- 
out, the more probable explanation being ‘that, as in some cases of 
primary bone tuberculosis, the infection has been conveyed by the blood 
without any demonstrable lesion having been caused at that part of the 
body where the tubercle bacilli first gained entrance.’ Cullingworth 
thinks there is ‘a considerable amount. of evidence that tubercle bacilli 
may be introduced into the vagina by the examining finger, foul instru- 
ments or syringes, and particularly coitus—z.c., directly from without, in 
one or other of these ways.’ 

The second portion of the book is devoted to the early changes 
resulting from tubal gestation. The changes which result in the formation 
of a tubal mole are shortly described. Cullingworth points out that if 
such a mole is formed in an early stage of pregnancy—1.e., before the sixth 
or seventh week—the abdominal ostium of the tube will usually still be patu- 
lous, and the result will be that blood will flow through the open end of the 
tube into the peritoneal cavity, and a pelvic hematocele results. Culling- 
worth also points out that since pelvic hematocele is usually associated 
with an early stage of tubal gestation, when the embryo is of insignificant 
size and easily absorbed, many cases recover without operative interference. 
He states that most cases of intraperitoneal hemorrhage in the female are 
due to tubal pregnancy, and though hemorrhage from the open mouth of 
the tube is usually slow or repeated, it may sometimes occur with such 
severity that there is no time for the formation of a pelvic hamatocele, the 
bleeding being diffuse, as in ordinary cases where the tube ruptures. 

Speaking of hematocele, Cullingworth remarks that it can only be 
safe to withhold operative interference when the clinical history points un- 
mistakably to the hemorrhage having occurred within the early weeks of 
pregnancy. Ata later stage the embryo and other products of conception 
are too large for absorption, and the risk of further hemorrhage is too 
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considerable for non-operative treatment to be justifiable. Further, he 
adds that where hemorrhage from a tubal gestation, whether due to rupture 
or not, is diffused in the peritoneal cavity, the necessity for immediate 
operation, if the condition of the patient admits it, is indisputable. 

Speaking of tubal gestation in its relation to heematosalpinx, the author 
remarks on the difficulty sometimes met with in obtaining pathological 
proof of the correctness of the diagnosis that such cases are due to gesta- 
tion, and we can fully support his lament on this matter, for the greatest 
patience has to be exercised in the search for chorionic villi in such cases 
as a conclusive proof of the matter. 

Tubal abortion is briefly considered, and a fine drawing of a very early 
clot and ovum complete is shown in Plate XI., Fig. 3. 

Unruptured tubal gestation with apoplexy of the ovum is well illus- 
trated by Plate XII., the specimen being in St. Thomas’s Hospital 
Museum, No. 2,481. This is, perhaps, the best drawing in the book, 
though the appearance of the umbilical cord as being bifid (it is really 
torn) is somewhat misleading. 

Ruptured tubal gestation is shown in Plate XIII., with drawings of a 
foetus, placenta, and membranes, together with a decidual cast of the 
cavity of the uterus. 

The book concludes with drawings of a case of primary carcinoma of the 
Fallopian tube with secondary infection of the broad ligament, and of the 
exterior of an ordinary adenomatous cyst of the corresponding ovary. 
Death occurred just within a year after operation. This case is of great 
interest in connection with those reported in England by Doran and Roberts. 

To conclude, we heartily welcome the third edition of Culling- 
worth’s book, and we can only wish that the author may find time to 
consider in a like manner other subjects in gynecological pathology. 


ALLGEMEINE GYNZKOLOGIE (General Gynecology). Von R. Kossmann, 
Doctor der Medicin und der Philosophie, Grossherz Baden, A.O. 
Professor, Berlin. 1903. Pp. 612, 51 woodcuts. 

There is nothing new under the sun, and an author who is a Professor, 
not only of medicine, but also of philosophy, would be the last to gainsay 
King Solomon. Thus we are under the impression that big books on 
gynecology are essentially among the peculiar developments of the 
nineteenth century, like steam-engines, telegraphs, school boards, and vote 
by ballot. Yet Professor Kossmann shows that the literature of his 
subject was already voluminous before the year 1800 was past. Thus, 
Don Luis Mercado, physician to Philip II., and Professor in the 
University of Toledo, wrote a work on gynecology, a quarto book of 
567 pages of rather small print, somewhat above the average bulk of an 
homologous publication current in these days. Mercado added little, it 
appears, to science and to clinical and surgical gynecology. This is 
remarkable, for, although he was not in a position to advocate a new 
method of performing hysterectomy with a special forceps of his own 
contriving, pessaries had already been invented. Yet it does not appear 
that he ever suggested a new instrument of this class. But Mercado had 
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theories of his own about menstruation hardly more erroneous than others 
advanced in later centuries. 

We have indicated, in referring to the long-forgotten Mercado, that 
Professor Kossmann devotes much of his book to the history of gyne- 
cology, literary, scientific, and practical. He begins with Egypt, Assyria, 
Persia, and Greece, then turns to the Arabs and the medieval schoolmen, 
dwelling lastly and at considerable length on the Renaissance and the 
three succeeding centuries. The anatomists of the Renaissance were, 
without doubt, men of great zeal, combined with high ability. Their 
work is remembered as regards the female genito-urinary tract by the 
name Fallopian tube, and by several drawings of the uterus and its 
appendages, published in the sixteenth century. Succeeding generations 
showed far less care in the study of this branch of anatomy; the example 
of Vesalius and Falloppia was not followed, but their errors were copied, 
even down to the middle of the past century. Still, the eighteenth century 
and the beginning of the succeeding age saw much good work in respect 
to the histology of the ovaries, and the author has very carefully investi- 
gated, registered, and dated the writings of those who followed up De 
Graaf’s work on the ovaries, published, it must be remembered, in the 
middle of the seventeenth century. 

The work relating to gynecology from the days of Récamier and the 
establishment of abdominal surgery receives full attention, but it has been 
summed up repeatedly of late years by other authors, and is already long 
familiar to us. British and American writers are treated with great 
impartiality ; Granville, an excellent observer, is not forgotten. The 
author seems unaware that to Arthur Farre must be accorded the credit 
of producing an excellent general sketch of the anatomy of the uterus and 
its appendages in the form of an article in Todd and Bowman’s Cyclopedia, 
which did much to place gynecological anatomy in its proper rank in 
medical schools in this country. Before his day the student, with future 
lithotomies in his mind’s eye, considered it a misfortune if a female 
subject was allotted to him in the dissecting-room, and, indeed, Farre’s 
influence was not thoroughly felt until his disciples had thrown lustre on 
ovariotomy and operations on the uterus. 

This history of gynecology forms the beginning of the book, which 
ends in a scholarly essay on gynecological nomenclature, where there is 
still elbow-room for improvement, as all must admit. The middle of the 
work consists of over 250 pages devoted to morphology and general 
therapeutics. These pages include an excellent sketch of the general 
principles of the treatment of the diseases of women, including such sub- 
jects as anesthesia and hernia of the abdominal cicatrix. Details of 
operations are entirely excluded, but the author dwells on the relative 
merits of vaginal and abdominal surgery, and so forth. 

The chapters on the normal and abnormal anatomy and physiology 
of the female organs form the most essential part of this book. Professor 
Kossmann is a philosopher, no doubt ; he proves himself to be one by his 
method of handling such subjects as the history of gynecology; but 
he is also a scientist, and the profession, like public opinion, trusts the 
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methods of science rather than the arguments of philosophy. His special 
subject is the anatomy of the broad ligament and the development of 
adjacent structures which arise from the foetal ducts of Wolff and Miller. 
He has views of his own on this interesting subject, which seem accepted 
by Martin, as that authority admitted a chapter by Kossmann promul- 
gating his views in his well-known work on ‘ Diseases of the Ovaries.’ 
In ‘ Allgemeine Gynekologie ’ Professor Kossmann speaks for himself, and 
enjoys for the first time the advantage of placing his special researches in 
line with a sketch of the general anatomy and embryology of the genital 
tract, so that he can be all the better understood by those who study his 
views. He, as elsewhere, recognises the labours of others. We should 
have liked, however, to have heard his opinion on Harz’s ‘ Histology of 
the Mammalian Ovary, published in the Archiv fiir Mikvoskopische 
Anatomie in 1883. Harz made out that the tubes of the parovarium 
penetrated the odphoron deeply in certain animals, and but little in others. 
The question of the relation of the tubes to the ovarian stroma in our 
. species is very important in respect to the pathogenesis of certain well- . 
known morbid growths. Professor Kossmann is of opinion that it is from 
fragments of Miiller’s, and not Wolff's, duct that these growths derive 
their origin. He reviews at length the opinions and researches of other 
anatomists who have traced the ducts which bear the name of Miller, 
Gartner, Wolff, and Skene through their normal and abnormal courses. 
In conclusion, Professor Kossmann deserves high praise for the 
enormous amount of labour which he must have expended in the preparation 
of this book. He has certainly shown, as we remarked at the beginning 
of this criticism, that there is nothing new under the sun, but he has also 
demonstrated that a great deal that is old was not found out till recently, 
and indicated that much more remains to be done. As a literary pro- 
duction ‘ Allgemeine Gynzkologie’ is indeed new, for it is quite original. 
It is the work of a scholar who has studied modern as well as ancient 
Greek in order to suggest something like accuracy and uniformity in 
nomenclature, and who heads his chapters on the history of gynecology 
by the words of Seneca, which all should bear in mind before neglecting 
the past, lest they should rely too much on what is at the present date 
new—‘ Multum restat adhuc operis multumque restabit, nec ulli nato 
post multa secula precludetur occasio aliquid adjiciendi.’ 


ABDOMINAL EXAMINATION AND MANIPULATION IN PREGNANCY. By 
Alexander MacLennan, M.B., C.M. Glasgow, L.M. (Rotunda, 
Dublin). London: Rebman, Limited, 1902. Price 6s. 

Abdominal examination during pregnancy and the puerperal period is 
a subject of much practical importance. By means of it a great deal of 
valuable information may be gained, and vaginal examination, with its 
attendant risk of infection, may often be avoided. Unfortunately, 
abdominal examination is often difficult, and the skill necessary for its 
satisfactory employment can only be obtained by considerable practice 
and perseverance ; consequently, it is too often performed in a careless 
manner, or entirely neglected by the average student or practitioner, 


520 


Journal of Obstetrics and Gynecology 


who tends to rely almost entirely on vaginal examination. This is greatly 
to be regretted. Dr. MacLennan fully recognises the practical impor- 
tance of this method of investigation and the somewhat scanty information 
to be gained on it from the popular text-books in this country. He has 
therefore set himself the task of collecting and arranging, from British and 
foreign sources, a valuable epitome of the literature of the subject, which 
he has spared himself no trouble to make as complete as possible. A list 
of the papers consulted is given at the end of the book, and the various 
manipulations described are illustrated by instructive photographs. 

An impartial attitude has been carefully maintained on all contro- 
versial points; conflicting opinions are stated, often without comment, 
and when the author’s own views are expressed, it is always with an 
absence of dogmatism. 

Admirable as this method may be of dealing with points as yet 
unsettled, it is a question whether this feature of the book and the 
inclusion of much that is still under debate, will render it popular with 
the average student and practitioner (for whom the author specially 
writes), for these classes of readers may refuse to take the trouble of 
gleaning for themselves the grains of useful practical fact from what they 
might well consider to be the chaff of much interesting, but still contro- 
versial, matter. 

In any case, the author has produced a convenient book of veueeuen, 
which ought to be valuable to those interested in the study and practice 
of obstetrics, and he has drawn attention to a subject which we hope will 
in future be more adequately treated in our text-books. 
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